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Can they be erased... 
from effective relief 
in Bronchial Asthma? 


Yes, there now is a therapy— 

Nethaprin—that gives prompt, symp- 

tomatic relief in asthma and associated 

allergic conditions, and also is essentially 

free from the undesirable side actions of ephedrine. 


Clinical tests show Nethaprin can be expected 
to provide effective relief . . . increased 
vital capacity . . . better feeling of well-being. 
Yet its bronchodilator, Nethamine, ‘“‘pro- 
duces no noticeable pressor action.””! 


NETHAPRIN* 


SYRUP CAPSULES 


Each 5 ce: or capsule contains: Nethamine® Hydrochloride 25 
mg., Butaphyllamine® 60 mg., Decapryn® Succinate 6 mg. 


When Phenobarbital is preferred to the-antihistamine, prescribe 
NETHAPHYL ®—in convenient capsules. In regular or half strength. 


CINCINNATI ¢ U.S.A. Hansel, F.K.: Ann. Allergy, 5:397, 1947 
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Clare Sennott 


REPORT FROM 


THE MANAGING PUBLISHER 


Or tHE 15,000 reapers of GP, about 12,000 are 
members of the American Academy of General Prac- 
tice. A survey we have just made on these members 
has turned up some interesting facts. While there 
probably is no such thing as a typical general practi- 
tioner in a land of such varied geographic and eco- 
nomic environments as the U. S., some of the aver- 
ages revealed by the study are significant. 

The average member of the Academy lives in a 
community of from 50,000 to 100,000 population, al- 
though there are as many members practicing in cities 
of one million as in towns of under 5,000 population. 

He has been in practice for 15 years and is about 41 
years old. He works an 11-hour day, 300 days a year, 
and sees 25 patients each working day. He devotes 5 
hours a week to charity services, and spends 28 days 
every year attending postgraduate courses, medical 
meetings, and hospital staff conferences. 

The average member's annual income is 
$20,800—considerably higher than the average for all 
general practitioners which, according to the Sixth 
Medical Economics Survey, was $15,950. As approxi- 
mately 40 per cent of this is required to operate his 
practice. the average net income of an Academy mem- 
ber is $12,480. His expenditures for drugs and clinical 
supplies amount to $2,600 yearly; he spends $940 on 
new office equipment and instruments during the same 


‘period of time. 


The average Academy member belongs to the active 
medical staff of at least one of the hospitals in his 
community—only 3 per cent have no hospital affiliations. 

Fourteen per cent of members handle no obstetric 
cases, but the average delivers 44 babies a year. He 
performs 64 surgical procedures yearly; this number is 
increased to 82, if the 22 per cent of members who 
do no surgery are omitted from the calculations. He is 
to some extent engaged in industrial practice, treating 
234 such cases each year. 

It is interesting to note that while the average mem- 
ber of the Academy does not give special attention to 
one branch of medicine or surgery, 46 per cent do so. 

These facts are elicited from a scientific survey, con- 
ducted on a carefully chosen sample of the Academy 
membership. They reveal, as one would expect, that 
members of the American Academy of General Prac 
tice are typical of the upper strata of the general pro- 
fession, and that membership in the Academy is evi- 
dence of superior qualifications. 

—M.E.C. 
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appetite 
must be controlled 


‘: “The greatest problem in preventive medicine in the United States 
. today is obesity.”! And today it is well-known that 
i “The only way to counteract obesity...is by a restriction of food intake.’® 


‘Dexedrine’ Sulfate controls appetite, making it easy for the patient 
to avoid overeating and thus to lose weight safely without the 

is 8 use (and risk) of such potentially dangerous drugs as thyroid. 

In weight reduction ‘Dexedrine’ “is the drug of choice because of its 
effectiveness and the low incidence of undesirable side effects,””! 

Smith, Kline & French Laboratories * Philadelphia 


Dexedrine Sulfate ses. 


- A most effective drug for control of appetite in weight reduction 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
1. Walker, W.J.: Obesity as a Problem in Preventive Medicine, U.S. Armed Forces M.J. 1:393, 1950. 
2. John, H.J.: Dietary Invalidism, Ann. Int. Med. 32:595, 1950. 
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Editonials 


Cholesterol and Thrombosis 


For SOME TIME it has been known that there is 
often a relation between an excess of cholesterol 
in the blood and the formation of those little 
ulcers in the arteries which cause coronary 
thrombosis and death. Examination of the little 
ulcers shows that the floor is full of cholesterol, 
phospholipids, and fatty acids. 

Apparently significant is the fact that the 
hypercholesteremia, which is seen commonly in 
cases of diabetes mellitus, nephrosis, and myxe- 
dema, is commonly associated with atheroscle- 
rosis, but again, there are puzzling exceptions to 
the rule. 

The fact that the little ulcers not infrequently 
cause the death of persons in their thirties and 
forties shows that the disease is not merely a 
result of old age. The fact that there are many 
families in which several members drop dead of 
coronary disease in their forties shows that there 
is a strong familial and hereditary factor in pro- 
ducing the disease. 

What is puzzling is that there are innumera- 
ble persons with a high blood cholesterol and no 
coronary disease. 

M. Bevans, et al, (1948) showed with rabbits, 
and Horlick and Katz (1949) showed with 
chickens, that repeated intravenous injections of 
colloidally dispersed cholesterol produced ather- 
omatous plaques. A. Steiner, et al, made similar 
studies on dogs, using also thiouracil to depress 
the activity of the thyroid gland. Again, ather- 
omatous plaques were produced. Other studies 
were made by men who tried to produce athero- 
sclerosis by first producing diabetes. 

Recently, in Science for February 17, 1950, 
Gofman and a number of associates reported 
some work which appears now to be epoch- 
making. Some two years ago they began a study 
of the giant molecules in serum which carry 
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cholesterol, its esters, phospholipids, and fatty 
acids. Their idea was that perhaps only certain 
of these molecules were the harmful ones. 

To separate and study these molecules they 
used the ultracentrifuge. They found that in the 
serum of normal rabbits, the lipoprotein which 
carries about 30 per cent cholesterol, has a molec- 
ular size between 5 and 8 Svedberg units. On 
feeding cholesterol to the rabbits, the number of 
these molecules increased perhaps four times, 
and in addition, in some rabbits, there appeared 
giant cholesterol-containing molecules of Sved- 
berg class 10 to 30. 

The big discovery is that the S. 5 to 8 mole- 
cules do not seem to make the atheromatous ul- 
cers; it is the S. 10 to 30 molecules that are 
always found with the atherosclerosis. Similarly 
in man, Gofman and his co-workers found both 
small and large cholesterol-containing molecules. 
Some of the largest ran between 40 and 70 S. 
units. Some molecules were identifiable also by 
their densities. 

The molecules of the S. 10 to 20 class contain 


30 per cent cholesterol but little or no protein. 


The small molecules of S. 3 to 8 class contain 
25 per cent of protein. 

Most important probably is the discovery that 
those persons whose blood contains molecules of 
the S. 10 to 20 class appear to be the ones who 
are likely to get atherosclerosis. Out of 104 pa- 
tients with proved myocardial infarction, 101 
showed in their blood, molecules of the S. 10 to 
20 size. 

The workers have found that by cutting down 
on the amount of fat in the diet they can so 
greatly reduce the number of dangerous mole- 
cules in the blood that within two weeks or a 
month they may be gone. 

As was to be expected from past experience, 
the amount of cholesterol in the serum is no 
index of the percentage of the large molecules 


present. Persons with more than 300 mg. of 
serum cholesterol usually have a high percentage 
of large molecules, but persons with a low blood 
cholesterol can have many of the dangerous 
molecules. 

The evidence so far obtained indicates that 
the amount of cholesterol coming into the blood 
from the diet is an important factor, and that a 
man is much safer when he cuts down on his 
ration of fat. This appears to be particularly true 
for older persons. 

It may well be that before long the main thing 
that insurance companies will be wanting to 
know is whether an applicant for life insurance 
has S. 10 to 20 molecules in his blood. This fact 
may have most to do with determining what 
tendency he has to get atherosclerosis and to die 
early. 


On the Writing of Medical Papers 


Many GENERAL PRACTITIONERS can and do write 
beautifully, and have important things to say, 
and many more should be writing. Some may 
say, “I would like to, but I am too busy.” This 
is hardly a valid excuse. William Pepper of 
Philadelphia, with an enormous practice, wrote 
a big System of Medicine. Few men could have 
been busier than Osler was, but he always wrote 
much. Hertzler, who wrote The Horse and 
Buggy Doctor, had an enormous general prac- 
tice and a big surgical practice, and yet he wrote 
several books, some of them learned ones, based 
on much research. No man will ever be too busy 
to write if he has good things to say, and if his 
urge to write is strong enough. 

The next question, of course, is, can he learn 
to write well? Probably in order to write well a 
man must start with some flair for writing. But 
some of the ablest writers in this country started 
‘out with but few signs of inborn ability along 
these lines. Thus, Walter B. Cannon, at the 
start a poor writer, later became a wonderfully 
clear and delightful writer and lecturer simply 
because he struggled so long and so hard to 
perfect himself in these fields. 

After forty-five years of putting. pen to paper, 
the writer of this editorial rarely publishes any- 
thing until it has been rewritten at least 3 times, 
and commonly he does not let a manuscript out 
of his hands until it has been rewritten 10 times. 
Sometimes he will rewrite a paper 20 or even 


30 times over the course of a couple of years. 
It seems as if he would never learn to write 
quickly and fluently, but he takes comfort from 
the fact that so gifted a man as Robert Louis 
Stevenson, until the end of his life, had to re- 
write and polish and rewrite and polish again 
and again. 

This fact perhaps should encourage those 
physicians who now find it hard to get their 
thoughts clearly expressed on paper. It is good 
practice to write a paper and then to put it 
away for at least a month. Then many of its 
defects will become obvious to its author, and 
he can rewrite it and rearrange the material. 
Then the doctor should read it to his wife, and 
he should keep rewriting it until she says all of 
it is easily understandable to her. Then he 
should put it away for another month or two. 
On getting it out again, he may wonder how he 
could have written so badly. Again he should 
rewrite the material, adding a bit here and de- 
leting a lot there. 

Finally, some day, it will seem to him as if 
every word is the right one, every needless word 
and sentence and paragraph have been taken 
out, and the paper is right. Someone once wisely 
said that a good writer is a man who can edit 
his own material as ruthlessly as he would edit 
another man’s. 

Then the doctor must not have any inferiority 
complex about what he has written. He must 
not get the idea that simply because he is un- 
known outside of his city, no editor will look at 
his paper. This is not true. Editors are constantly 
looking for new writers, and they almost shout 
with joy when there comes to their desk a paper 
that is written clearly and vividly and concisely. 
and that carries an important message. 

When the writer of this editorial was twenty- 
one and an intern, he wrote his first paper, con- 
firming Schaudinn’s discovery of the spirochete 
of syphilis. Although, naturally, he was entirely 
unknown, by return mail he received the most 
friendly and cordial letter from George Simmons, 
then editor of the Journal of the American 
Medical Association, and his paper was promptly 
published. 

Sometimes an editor will return a paper with 
friendly suggestions for its rewriting. In that 
case the writer must try not to be upset; he 
should be glad that the editor thought enough 
of his contribution to spend time suggesting 
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changes in it. The doctor then should rewrite 
the paper a few times, and send it back. Then 
if it is not accepted, he should not be discour- 
aged, but should keep on writing. 


When the Heart Stops in the O. R. 


Nor mucus can be done for the patient whose 
heart stopped on the operating table because he 
had serious coronary heart disease, or a broken 
down dilated heart, or a low vital capacity. In 
other cases, two things must usually be done: 
one is to keep the blood oxygenated, and another 
is to get the heart to beating again. Unless with- 


in three minutes one can get oxygen to the 


brain the patient will die, either right away or 
some hours or days later. A quick way in which 
to get oxygen into the lung is to pass a tube into 
the trachea. Artificial respiration must be kept 
up, and the heart must be kept going by manual 
massage. 

The heart may stop either because of ventricu- 
lar standstill or ventricular fibrillation. In the 
first case, it may start again with massage alone, 
or epinephrine can be applied to the surface of 
the heart or injected into the right ventricle. 
The dose advised by C. S. Beck and H. J. 
Rand III is 0.5 cc. of 1:1000 solution, in 5 cc. 
of a solution of sodium chloride. 

For ventricular fibrillation, Beck and Rand 
advise the use of 5 cc. of a 1 per cent solution 


of procaine hydrochloride. Part is applied to the - 


surface of the heart and some is injected into 
the right ventricle. Electrodes are placed on each 
side of the heart and a shock of 110 volts and 
1.5 amp. is sent through the heart. This may 
have to be repeated. 

In some cases after the heart beats again and 
the patient breathes, these functions will stop 
again, or the heart will beat but the respiratory 
center will fail to take over. 

Naturally, a breathing machine can be very 
helpful. Rand has devised a machine with suc- 
tion cups which will help the heart to fill be- 
tween induced contractions, but it is question- 
able yet how practical it will be. 

Usually when the heart stops, the anesthetist 
will immediately note that the pulse has disap- 
peared. Instantly the surgeon also should see if 
there is any arterial pulsation. If there is none, 
the anesthesiologist must immediately start arti- 
ficial respiration with pure oxygen, and the sur- 
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geon must prepare to massage the heart. Usually 
with these two procedures the heart will start 
beating again. 

In the case of an abdominal operation, the 
mediastinum and the pericardium can quickly 
be entered through a midline incision. A better 
approach to the heart can be obtained through 
an incision to the left of the sternum, cutting 
the cartilages of the third and fourth ribs. Two 
more incisions are made out along the second 
and fifth intercostal spaces so that a flap can be 
raised and the heart reached. 

Obviously if a patient is to be saved, the 
surgeon must start quickly and must then move 
fast. In many cases the heart can be started go- 
ing again, but the brain has already suffered so 
much damage that the patient soon dies, perhaps 
in convulsions. 


Heart Disease in Diabetics 


ALMOST EVERYONE KNows today that the dia- 
betic has a decided tendency to develop athero- 
sclerosis and to die with coronary heart disease. 

To learn exact details B. J. Clawson and E. J. 
Bell dipped into 50,775 of their necropsy records 
and found that about 2 per cent of the subjects 
had been diabetic. But some 4 per cent of the 
men and 14 per cent of the women who died 
of coronary disease were diabetic. 

Recent studies have shown that the diabetic 
often has too much cholesterol in his blood, and 
certain large cholesterol-containing molecules are 
closely associated with the development of 
atherosclerosis. 


Causes of Herpes Zoster 


Frank Exxis and B. A. Stoll (1949) reported 
45 cases of herpes zoster which followed irra- 
diation by roentgen rays. It would seem that the 
radiation in some way made it possible for the 
virus to attack the nerves or the nerve ganglions. 
This observation is of considerable interest be- 
cause of late a number of men have proposed to 
use irradiation as a treatment for herpes zoster. 

In 1900, Henry Head and Campbell studied 
the tissues of 19 patients who had died follow- 
ing an attack of zoster. In all these cases the 
lesion was found in the posterior spinal root 
ganglion corresponding to the skin area involved. 
In all cases of zoster of the face, either the 


gasserian ganglion, or the geniculate ganglion of 
the seventh nerve was involved. Wohlwill, in 
1924, studied tissues from 10 more cadavers and 
showed that sometimes the posterior nerve root 
itself, or the posterior horn of the spinal cord, or 
even the anterior branch of an intercostal nerve 
is involved in the disease process. 

There has been considerable work done to 
prove that the virus that produces zoster is the 
same as that which produces chickenpox. In 
1947, Sequeira, et al, suggested that after an 
attack of chickenpox, the virus remains in the 
body until some other factor, such as trauma, 
infection, or some drug, or the coming of some 
tumor such as Hodgkin’s granuloma, or lympho- 
sarcoma, or leukemia, enables it to wake up and 
attack the person. 

A. S. Evans and J. L. Melnick (1949) showed 
that the virus of zoster has a diameter of about 
227 units; that of herpes simplex, a diameter 
of 213 units, and that of chickenpox, 245 units. 
This would suggest that they are not similar. 


Is the Occult Blood Test Useful? 


Few puysicians today check the stools for oc- 
cult blood, probably for two reasons, (1) that it 
is too troublesome to have the patient avoid eat- 
ing meat for three days, and (2) that the Ben- 
zedrine test, so corhmonly used, is so sensitive 
that it gives false positives. 

Another reason for not performing tests for 
occult blood is that in most cases the roentgen- 
ologist can spot any lesion that may happen to 
be present in the stomach or colon. He may miss 
a bleeding lesion in the small bowel, but such 
lesions are rare. Still another reason for not 
routinely testing the feces for occult blood is 
that the person with a hemoglobin reading 
around 90 per cent is not likely to have much of 


. an oozing lesion in the bowel. 


Actually, tests for occult blood are needed 
mainly in those cases of secondary anemia in 
which no history of bleeding from any orifice 
can be obtained. 

Recently S. O. Hoerr, W. R. Bliss, and J. 
Kauffman (1949) suggested that physicians use 
only the guaiac test which is so insensitive that 
it is not likely to give false positive results. They 
suggested also that the physician perform the 
test in his office. An easy way to get a small 
amount of feces is to stick the cotted finger into 


the patient's rectum. The material thus obtained 


' should be smeared on a piece of filter paper. On 


this the doctor should place a couple of drops of 
a saturated solution of guaiac in 95 per cent al- 
cohol. This solution is probably best if it is not 
over a month old. A drop of glacial acetic acid 
and a drop of hydrogen peroxide are then added, 
and a blue or dark green color indicates a posi- 
tive result. If tests done on several days should 
be positive, a particular search should be made 
for some source of bleeding. 


Carcinoma of the Pancreas 


More AND MORE in recent years physicians are 
coming to see that carcinoma of the pancreas is 
a fairly common disease, and that the diagnosis 
is usually -being missed, or made late, as the 
patient is dying. Any physician with a good- 
sized practice is likely to see several cases a year. 

The patient is usually a man close to sixty, 
who has recently begun to suffer from pain in the 
epigastrium or in the left upper quadrant of the 
abdomen. Often with this there is a good deal 
of weakness, nervousness, loss of weight, and 
perhaps some demoralization. It is curious that 
pain arising in the pancreas so often upsets a 
man’s nervous system. Commonly the diagnosis 
that seems most probable is that of a psycho- 
neurosis. 

Sometimes the pain runs up into the thorax 
and into the back. If it is severe, the patient is 
likely to have to sit up for part of each night. 
He may get up and sit in a chair with his knees 
drawn up close to his chin and his arms about 
his knees. This position is so typical that one 
can almost make the diagnosis from it. Some- 
times the man looks as if he were seriously ill, 
but at other times he will look perfectly well. 

In some cases the amount of serum amylase or 
lipase will be altered. It may go up for awhile 
and then steadily down. The blood sugar may 
change a bit. Except in the earlier stages, the 
blood sedimentation rate is likely to be decidedly 
increased. This is particularly true if metastasis 
has taken place. It is well always to check the 
liver function test because so often metastasis 
goes quickly into the liver. It is well to check, 
also, the serum bilirubin, because that may go 
up. It may go up because the cancer is begin- 
ning in the head of the pancreas and is starting 
to impair conduction in the common bile duct. 
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Jaundice may be an early symptom when the 
carcinoma is in the head of the pancreas. In such 
case the roentgenologist may note that the loop 
that the duodenum makes is wider than normal. 

Often when one is trying to rule out the pres- 
ence of carcinoma of the pancreas, it helps to 
know that the patient has had his pain for a 
year or so. The reason for this is that statistics 
have shown that commonly the interval between 
the appearance of pain and the final rapid down- 
hill course in a hospital is around four months. 
In one set of statistics most of the patients 
were dead within seven months. 

One hardly expects diarrhea to appear until 
considerable damage has been done to the pan- 
creas, but in some cases it appears fairly early. 

Can anything be done? Yes; in some cases, 
cancer of the pancreas can be excised. The mor- 
tality rate of the Whipple operation is high, but 
some persons are now living two, three, and four 
years after surgery. That shows that when a pa- 
tient with cancer of the pancreas can get a very 
able surgeon to operate on him, the chances of 
recovery are worth taking. Besides, if he does 
not try operation, the mortality is 100 per cent. 


Areas of Pain in the Pancreas 


At THE 1950 meetiNG of the American Gas- 
troenterological Association, R. M. Zollinger, 
B. H. Burch, and W. R. Bliss reported most 
interesting studies in which at operations they 
implanted fine electrodes in the head, body, and 
tail of the pancreas. Some days later they passed 
a current through these electrodes and noted 
where the patient felt the pain. 

Pain from the head of the pancreas was felt 
almost always in the right half of the epigas- 
trium in the gallbladder region. Pain arising in 
the body of the pancreas was felt all over the 
abdomen above the navel, and pain arising in 
the tail of the pancreas was felt in the left half 
of the epigastrium. Important is the fact that in 
a few of the cases, when the tail of the pancreas 
was stimulated, the person felt the pain below 
and to the left of the navel. This goes with the 
fact that occasionally a patient with cancer of 
the pancreas feels much of his pain below the 
navel. 

When all three parts of the pancreas were 
stimulated at the same time, the pain tended to 
go through to the back. 
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Dramamine 


As EVERY PHYSICIAN knows, there are some per- 
sons who apparently inherit a tendency to car 
sickness or motion sickness, and this tendency 
often lasts throughout life. It has nothing to do 
with the digestive tract or with the person’s 
ability to digest and hold down food. It would 
seem to be due more to a hypersensitiveness of 
the balancing mechanism in the internal ear. 
Curiously, also, this hypersensitiveness is not 
necessarily part of a general hypersensitiveness 
of the rest of the body. Thus, on a stormy cross- 
ing of an Atlantic liner one can find a neurotic, 
highly sensitive dyspeptic eating every meal in 
comfort, while his stoutly built, insensitive, and 
phlegmatic wife lies paralyzed by seasickness. 

Awhile ago it was discovered that Dramamine, 
a new antihistaminic, is a powerful preventive 
of motion sickness. It has now been thoroughly 
tried out, and everyone appears to agree that it 
commonly works miracles. 

The drug was originally introduced in 100 
mg. tablets, and one drawback was that in the 
cases of about half of the persons who took it, a 
full dose caused drowsiness. The drug now 
comes in tablets of 50 mg. which are scored in 
the middle for easy separation. The patient 
should first try half a tablet. 

The drug has been of use in some cases of 
nausea as it is met with in migrainous or nerv- 
ous or neurotic persons, or in persons who once 
suffered from encephalitis, or cerebral arterio- 
sclerosis, or in the case of persons who get nau- 


seated when they are very tired. It is not known 


yet how often the drug will relieve the nausea 


of pregnancy. 


Otosclerosis with Deafness 


Many HAVE WONDERED why certain persons be- 
come deaf fairly early in life with an otosclerotic 
lesion. J. Limpert and D. Wolff (1949) report 
their microscopic studies of tissue removed from 
the ears of 215 persons suffering from otosclero- 
sis and deafness. Their most interesting observa- 
tion is that in almost all cases the blood vessels 
supplying the little bones of the ear showed 
pathologic changes. They concluded that these 
changes anteceded the otosclerotic ones. A series 
of specimens showed what appeared to be suc- 
cessive stages of the disease. 
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BY CARL F. BAUMEISTER, M.D. 


Department of Internal Medicine, University of Illinois, Chicago 


Great difficulty may exist in finding the cause of weight loss. Among the not 


uncommon situations tending to confuse the physician are benign lesions 


simulating malignancy; two coexisting diseases, one overshadowing the 


other; psychoneurosis masking serious organic lesions; psychoneurotics 


with symptoms mimicking serious lesions; and other miscellaneous causes. 


ONE OF THE most interesting signs of disease is 
weight loss. It ranks along with chronic fever 
as one of the trickiest from which to make a 
diagnosis. 

Some of the more illustrative and puzzling 
examples, principally from among patients seen 
personally, are collected and classified here. In 
all of the cases here used, the cause of weight 
loss has been established. It is admitted that in 
many cases it took a post-mortem or an operation 
to clarify the situation. 


Benign Lesions Simulating Malignancy 


In the first group of cases, benign lesions 
simulated the more common types of cancer: 

Simulation of Malignancy of the Stomach by 
a Duodenal Ulcer Causing Pyloric Obstruction in 
an Old Man. The most common cancer in men 
is in the stomach. Oftentimes the first knowl- 
edge which either the patient or the physician 


has of this matter comes when the pylorus be- 
comes obstructed. If the patient is in the older 
age groups, it is often assumed that pyloric ob- 
struction means carcinoma. 

The following case emphasizes these points: 


(1) Weight loss in an older patient should be 


the signal for a thorough physical examination. 
(2) Repeated x-ray examinations should be 
made. One set of negative films is not enough; 
additional films may change the diagnosis. 
(3) Pyloric obstruction, even in cases of old 
men, may be due to a benign peptic ulcer and 
then surgical exploration must be carried out. 

When first seen, a 75-year-old man had had 
epigastric pain or heartburn for one year. For 
two months, he had been vomiting about two 
hours after eating. He had lost 100 pounds (202 
to 102). Studies made ten months previously 
were said to be negative. 

The patient was emaciated, pale, and con- 
fused. A large epigastric mass, which was not 
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particularly tender, was palpated. X-ray films of 
the stomach showed pyloric obstruction with 95 
per cent retention at 3 hours, and a diagnosis 
was made of carcinoma. 

Operation disclosed a penetrating benign duo- 
denal ulcer. 

Benign Lesions of the Breast Simulating a 
Far-Advanced Carcinoma. In women, the most 
common cancer is in the breast. When a lump 
in the breast is associated with much weight 
loss, the matter is apt to be serious. However, a 
middle-aged woman with chronic cystic mastitis, 
fearing that she has cancer, may worry so much 
as to lose considerable weight. 

The author first saw the patient, a 38-year- 
old woman, after she had been growing increas- 
ingly nervous for several months, and had been 
thought to be on the verge of a “nervous break- 
down.” There was a weight loss of 30 pounds 
(140 to 110). She had protean complaints, but 
eventually admitted that her main difficulty 
was a tumor of the left breast which had been 
growing for two and one-half years. Two months 
previously a second, similar tumor had appeared 
in the right breast. 

In the left breast, I found an indurated mass 
with a small, pea-sized lymph node in the left 
axilla. In the right breast there was a hard, 
round nodule, but no palpable axillary node. 
There was no skin attachment or inversion of 
the nipple on either breast. 

The preoperative diagnosis was carcinoma of 
the breast—far advanced. 

An operation was performed on the left breast 
after a frozen section of the tumor was said to 
show cancer. The lesion in the right breast was 
pronounced benign. However, after a more 
thorough study, the final diagnosis of the pathol- 
ogist was: left breast—cystic mastitis, and right 
breast—adenofibrosis. 


Two Separate Organic Lesions 


The second group of cases here presented ~ 


deals with those in which there were two or- 
ganic lesions causing weight loss of which the 
second was the more obscure and serious, but 
overshadowed by the first. Some of the most 
treacherous and serious diseases with which we 
frequently have to deal are tuberculosis and 
carcinoma of the stomach, cervix, and lung. 


Since none of these diseases may have much in 


the way of clinically apparent symptoms or 
signs until they are far advanced, on all too 
many occasions they are missed until shortly 
before death. However, when they are associated 
with another serious disease, there is a strong 
probability that their discovery will be accidental. 

Case of Bovine Tuberculosis Overshadowed 
by Hyperthyroidism. Bovine tuberculosis, which 
in adults tends to show up most frequently in 
cervical lymph nodes, in its early stages may 
suggest hyperthyroidism. When the two diseases 
coexist, the recognition of one or the other is 
going to suffer. While this set of circumstances is 
not as common today as in former years, it still 
can happen, resulting in considerable chagrin to 
the physician. 

In this particular case, a 42-year-old woman 
had failed to regain 20 pounds (170 to 150) 
following a respiratory infection. Since that time 
she had been increasingly shaky, nervous, tired, 
with loss of temper, shortness of breath, and 
palpitation. 

The blood pressure was 150/80. The thyroid 
gland was large; the eyes were prominent; there 
was a soft, systolic murmur with a rate of 108 
to 120, and slight enlargement of the heart. 
There was a fine tremor of the hands, and pro- 
nounced flushing spells. The patient had fever 
reaching a maximum of 99° to 99.6°, but all 
tests to discover the cause of this were negative, 
including the tuberculin test. 

_ A preoperative diagnosis of Grave's disease 
was made. 

The thyroid gland was resected and the path- 
ologist reported it to be a typical, toxic, diffuse 
goiter. 

The patient then gained weight (150 to 162) 
and lost her tremor. The murmur disappeared, 
the pulse rate dropped to 85 beats per minute, 
and the blood pressure went to 130/85. How- 
ever, she continued to run the fever and the 
temperature now climbed to 100°. 

Later, a small mass appeared in the side of 
the neck. It was removed and the pathologist 
diagnosed a low grade tuberculosis, probably 
bovine. 

Carcinoma of the Cervix Overshadowed by 
Cardiovascular Disease with Renal Involvement 
in an Old Woman. Carcinoma of the cervix, 
particularly in old women, will often be found 
only as a by-product of a thorough checkup for 
some other disease. Since many of these older 
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patients have hypertensive cardiovascular dis 
ease with renal involvement, weight loss may be 
easily explained on that basis. 

Many of these old women object to a pelvic 
examination. The following case shows one must 
insist on making a complete examination. 

A 67-year-old woman reported “leakage of the 
heart” following the birth of a child at 27. There 
had always been some shortness of breath, but 
it was much increased in the six months before 
she was seen. High blood pressure was present 
for at least five years with gradually increasing 
nocturia, 5 to 6 times nightly at the time of her 
visit. Besides this, the patient had had a pain on 
the left side of the abdomen for three years, 
associated with some constipation. There had 
been a weight loss of 29 pounds (150 to 121). 

The blood pressure was 250/120. The left 
ventricle was enlarged to the anterior axillary 
line. The urine showed albumin, hyaline casts, 
and some red blood cells. There was tenderness 
and spasm of the descending and sigmoid colon. 

Over strong protests on the part of the patient, 
a pelvic examination was done, and this revealed 
a large inoperable cancer of the cervix. 

Carcinoma of the Gastric Cardia Overshad- 
owed by Arsenic Poisoning. A small cancer of 
the stomach, particularly when in the cardia, 
may escape detection. Especially when the pa- 
tient is suffering from serious disease, and which 
seems capable of explaining most of the symp- 
toms and signs, the carcinoma of the stomach 
may not be looked for. 

The patient, a 23-year-old woman, was well 
until December, 1946, when she had a violent 
attack of gastroenteritis with diarrhea and vomit- 
ing following the eating of pork. Since then 
there had been numerous attacks. For four weeks 
there had been extreme meteorism, pyrosis, and 
9 to 10 loose and sometimes bloody bowel move- 
ments daily. There was shortness of breath, ex- 
treme weakness, and loss of 40 pounds (120 to 
80). Nervousness, depression, and cloudy think- 
ing were present. 

There was extreme emaciation and weakness. 
The skin had a peculiar, pale brownish tint. 
The oral mucosa had a brownish tint along the 
inside of the cheeks. Extreme anemia was pres- 
ent, with 2.390,000 red blood cells and 5.85 
Gm. of hemoglobin. The patient’s temperature 
ranged from 99° to 104°. Several x-ray studies 
of the stomach were negative. 
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Arsenic poisoning was suspected and verified 
by finding the chemical in the hair and nails. 
In the flush of enthusiasm over the verifica- 
tion of a clinical hunch, not much attention was 
paid to the possibility of other diseases, but soon 
fluid appeared in the left thoracic cavity, and 
the patient’s temperature continued to shoot up. 
On July 14, 1947, the woman collapsed and 
died. The abdominal muscles became flaccid and 
a large epigastric mass could easily be seen and 
palpated. Post-mortem study revealed a large 
carcinoma at the cardia of the stomach. 

Carcinoma of the Lung Overshadowed by 
Pulmonary Tuberculosis. When a patient with 
pulmonary tuberculosis develops areas of atelec- 
tasis, the first thought is fibrotic stenosis of a 
bronchus. When a patient with an arrested case 
of tuberculosis coughs up a little blood-streaked 
sputum and commences to lose weight, a recru- 
descence of the original disease will seem to be 
the obvious explanation. 

Unfortunately bronchogenic carcinoma may 
cause the above state of affairs in a tuberculous 
patient. 

The following case is presented by courtesy 
of Drs. Paul Holinger and W. Van Hazel: 

In 1944, a 65-year-old man was’ in a sani- 
tarium for tuberculosis. He was all right until 
about November, 1946, when he got back his 
old symptoms of cough, hemoptysis, and weight 
loss. 

He was treated with streptomycin and tuber- 
cle bacilli disappeared from his sputum, but he 
did not improve in health. 

Later, a mass was found in the left lower lobe. 
Bronchoscopy was performed, and biopsy showed 
carcinoma. 

Carcinoma of the Lung Overshadowed by Un- 
resolved Pneumonia. A 55-year-old man had had 
repeated attacks of bronchitis since the age of 
20. When he was first seen, in April, 1948, he 
had been ill a month and was short of breath. 

There were rales in the middle portion of the 
left lower lobe. X-ray study showed peribron- 
chial markings with evidence of slight pneumo- 
nitis in the hilar area of the left lung. Dia- 
thermy, inhalation of penicillin and streptomy- 
cin, and x-ray treatments did not clear up the 
condition. 

Bronchoscopy suggested bronchiectasis of the 
lower lobe. A friction rub developed over the 
left base and x-ray studies showed disease there. 


On May 25, a diagnosis of pneumonitis with 
slight bronchiectasis and pleurisy was made. 

The patient gradually lost weight (170 to 
160). The cough lessened but the pain got 
worse. Hence, in spite of a second negative 
bronchoscopic report, exploratory thoractomy 
was done on July 7. The surgeon found an in- 
operable carcinoma. 

Tuberculous Pleurisy with Effusion Over- 
shadowed by a Decompensated Heart. Tuber- 
culous pleurisy with effusion is oftentimes an 
insidious affair. X-ray films of the lungs may be 
entirely negative for any parenchymatous lesions. 
When the disease appears in a patient who is 
suffering from cardiac decompensation, it is easy 
to explain the condition on the basis of the 
heart failure. 

An important clue is available when a uni- 
lateral hydrothorax appears at a time when the 
heart condition is improving. 

The patient, a man 55 years of age, had 
rheumatic heart disease as a child. Three weeks 
before he was first seen, he began having pain 
in the left shoulder and arm and increasing 
dyspnea and orthopnea. During the year there 
was a loss of 20 pounds (185 to 165). 

The blood pressure was 160/100. The apex 
of the heart extended to the anterior axillary 
line. There was a harsh systolic murmur at the 
apex transmitted laterally. Congestion was pres- 
ent at both lung bases; the liver was down 3 
finger breadths; there was edema of the lower 
extremities and the patient was cyanotic and 
orthopneic. The electrocardiogram showed a 
bundle branch block. The urine showed 4 plus 
albumin with many casts. 

The following diagnosis was made: (1) old 
rheumatic heart disease with mitral regurgita- 
tion; (2) arteriolar nephrosclerosis; (3) coronary 
thrombosis with myocardial infarction and bun- 
dle branch block, and (4) pronounced decom- 
pensation of the heart. 

The patient improved and 18 days after ad- 
mittance was getting out of bed. In spite of this, 
the congestion in the right base began to in- 
crease and there was pain on deep breathing, 
and a temperature of 99° to 101°. Later, pleural 
fluid appeared. The patient now admitted to 
having had attacks of a similar nature every 
winter for 12 years. 

The fluid was withdrawn and found to be 
tuberculous. 


Psychoneurosis Can Confuse a Diagnosis 


I now take up cases of psychoneurosis with 
weight loss, in which it seemed that the patients 
must have some serious organic lesions. Symp- 
toms and signs of organic disease coupled with 
weight loss must cause the physician to be ap- 
prehensive. Unfortunately, when the patient is 
a neurotic individual who dramatizes his _ail- 
ments, some of his panic may be communicated 
to his examiner. 

When test after test shows no organic disease, 
the patient ‘often becomes dissatisfied and un- 
easy, and the doctor may wonder if he is miss- 
ing some important lesion. 

A Psychoneurotic with Symptoms Mimicking 
Gastrointestinal Cancer. Gastrointestinal difh- 
culties with weight loss often mean that there 
is organic disease in many instances, but time 
alone sometimes clarifies the diagnosis. 

Some cancers of the digestive tract are espe- 
cially hard to find, such as those at the cardia of 
the stomach, those in the small intestine, and 
those in the segment of the colon just above the 
reach of the sigmoidoscope. Therefore the pru- 
dent examiner may still have fears when noth- 
ing is found. Only the foolish and inexperienced 
man on the one hand, or the exceptionally 
skilled and mature man on the other hand will 
dare to tell these patients that their troubles are 
all due to nerves. 

A case illustrating this point is that of a 31- 
year-old man. One year previously he began to 
have stomach discomfort with sourness and 
belching. This increased markedly and spasms 
of pain came at any time but especially after 
eating, regardless of the type of food taken. 
There was a weight loss of 50 pounds, chiefly 
in the last six months. Increasing and severe 
headaches with dizziness and staggering had 
made their appearance. 

X-ray studies of the digestive tract made a 
month previously were negative. Psychiatrists 
felt that while neurotic elements in the story 
were present, this main trouble was not pri- 
marily a psychoneurotic one. Neurosurgeons sus- 
pected a metastatic intracranial neoplasm. 

However, after an exhaustive workup in a 
hospital, it became apparent that the entire af- 
fair had a nervous basis. Because of a shotgun 
marriage which he could not financially afford, 
the patient had many troubles. 
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A Psychoneurotic with Symptoms Mimicking 
Angina Pectoris. Since dropping dead at a rela- 
tively early age has become a pastime symbolic 
of success on the American scene, physicians 
have become more and more timorous about 
giving the patient who gets pains in his chest a 
clean bill of health. There has arisen a distrust 
of all existent methods of diagnosis, mechanical 
as well as clinical, in dealing with diseases of 
the coronary arteries. 

It may be wondered why this subject has been 
introduced in a paper on weight loss, but some 
of these neurotics with chest pains lose weight. 
An air bubble under the diaphragm or spasm of 
the splenic flexure, can give a pain around the 
left side of the chest at least as high as the 
nipple. Very common also are arthritic pains in 
the thoracic wall. A neurotic person may read 
that excitement, effort, and foolish eating can 
precipitate angina, and his bowel will go into 
spasm. Worry will produce the weight loss. 

After ten or twenty years of this sort of thing, 
the wear and tear on the subject’s nerves is 
great. Somewhere along the line some physician 
must have the courage to call the disease a pure 
neurosis. 

In the case of a 38-year-old woman, a diag- 
nosis of angina had been made twelve years be- 
fore the patient was first seen.* ‘ 

Three years following the diagnosis, the pa- 
tient was kept in bed six weeks for relief of a 
supposed coronary thrombosis. She had pain in 
the regionsof the third and fourth intercostal 
space in the left midclavicular line which radi- 
ated to the left arm pit and scapula. This was 
brought on by exertion and emotional upset, and 
was accompanied with shortness of breath and 
a dizzy sensation. Her weight had dropped 11 
pounds (119 to 108). 

The blood pressure was 120/80. There was 
tenderness over the left upper chest and axil- 
la. Physical examination of the heart was nega- 
tive. The electrocardiogram was normal even 
when the patient was exercising or submitting 
to the anoxia test. Fluoroscopic studies of the 
chest were negative. 

The patient was a virtual invalid. Further in- 
quiry revealed that her father and mother had 
each died of angina at the age of 72. 


1This should never have been made if only because 


in the cases of women without severe hypertension 
angina is not seen before the age of 30 years.—Ep. 
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A full life, which included ice skating, was 
prescribed and followed. The electrocardiograms 
remained normal and the so-called angina dis- 


appeared. 


Psychoneurosis with an Organic Lesion 


There are other cases of psychoneurosis in 
which the patients have a serious organic lesion. 
Like the boy who cried, “Wolf, wolf,” too often, 
the neurotic sometimes conditions his physician's 
reflexes until the shouts of alarm cause not a 
ripple. 

It is almost impossible with the nervous pa- 
tient to follow the old dictum of proving to the 
hilt that there is nothing organic before making 
a diagnosis of psychoneurosis, As is being demon- 
strated in England, there isn’t that much money 
or time. However, one brief thought must be 
left on this subject and that is, that even crazy 
people get sick and die. 

Since everyone eventually dies, it is obviously 
impossible to consider all the various causes of 
weight loss in neurotics. Those who develop 
cancer of the gastrointestinal tract are the only 
ones whose problems will be considered here. 

When a patient has had a more or less se- 
verely spastic bowel for many years, there are 
oftentimes fairly wide fluctuations in weight. 
When such a patient develops cancer, it is easy 
to see why it is often missed by the family 
physician until it is far advanced. 

Spastic Colitis for Years; Carcinoma of the 
Rectosigmoid in Middle Age. A middle-aged pa- 


‘tient may have had a spastic bowel for years, 


oftentimes with occasional bleeding from hemor- 
thoids. When such a person develops a carci- 
noma of the rectum or rectosigmoid, its reason- 
ably early discovery is more often a matter of 
luck than of foresight. 

A 44-year-old woman was first seen in Decem- 
ber, 1943. She was neurotic with protean com- 
plaints, chiefly gastrointestinal. The bowel was 
spastic and there were episodes of constipation 
and diarrhea with mucus. The patient had a 
few hemorrhoids and at times a little blood 
would be seen. 

Over a period of five and a half years, she 
was seen every few months. Numerous x-ray 
studies were made, chiefly at the patient's re- 
quest and mostly of the gastrointestinal tract. 
Her weight varied between 115 and 132 pounds. 


The discovery of carcinoma came early in 
January of 1949. The patient had had an epi- 
sode of mild diarrhea for a few days, with a 
few drops of blood accompanying the bowel 
movements. More for the sake of reassurance 
than anything else, sigmoidoscopy was done on 
January 28, 1949. A large, but operable carci- 
noma of the rectosigmoid was found. 

Spastic Colitis and Lifelong Indigestion, De- 
veloping Carcinoma of the Pancreas in Late 
Life. In elderly patients who have always had 
“stomach trouble” one is apt to turn a deaf ear to 
their innumerable lists of complaints. These 
people often eat too much and take too little ex- 
ercise and consequently overburden an already 
ailing digestive tract. 

Therefore, when one of these people develops 
anything as insidious as a carcinoma of the head 
of the pancreas, it is apt to be well along in its 
fatal course before it is diagnosed. 

Such a case was that of a 70-year-old patient 
who had had food idiosyncracies and gastric dis- 
turbances all her life. 

About five years before she was first seen in 
July, 1947, she had developed some abdominal 
cramps. There were episodes of nausea, flatu- 
lence, and heaviness in the epigastrium when 
she overate or took too many cocktails or be- 
came much worried. 

She was slightly overweight and had hemor- 
rhoids. The colon was tender throughout its 
course, this finding being confirmed on fluoro- 
scopy. 

The patient continued with her indigestion, 
being relieved somewhat by a smooth diet, anti- 
spasmodics with sedatives and rest. 

On May 21, 1948, the patient was seen at 
home with the history of diarrhea with light col- 
ored stools following dietary and alcoholic in- 
discretion. 

There was tenderness in the region of the 
pancreas and it was felt that a mild attack of 
pancreatitis was responsible. 

However, when the patient was seen one 
week later jaundice was present. The stools be- 
came normal in color and the jaundice faded to- 
ward the end of the week. Then the situation 
reversed and the jaundice gradually increased in 
intensity and the stools became lighter. A mass 
was felt and operation was performed on June 
24, 1948, at which time a carcinoma of the head 
of the pancreas was found. 


Miscellaneous Causes of Weight Loss 


Among the miscellaneous causes of weight 
loss, there are two which are very often con- 
fused with cancer of the gastrointestinal tract. 
While these two types of case may appear ob- 
vious on paper, clinically they can be confusing. 

Weight Loss Due to Unrecognized Small 
Strokes. If the mention of this interesting group 
of cases doesn’t make everyone's face a little red, 
then it is to be feared that they have slept at 
the switch. The patients not infreyuently have 
digestive troubles of a persistent and puzzling 
nature. This, coupled with a considerable loss of 
weight, may make diagnosis puzzling. 

The physician investigates the gastrointestinal 
tract and is astonished when nothing of a seri- 
ous nature is found. Then investigations of other 
systems capable of causing gastrointestinal symp- 
toms are begun. As time goes by, the doctor be- 
comes more and more uneasy. Often this un- 
easiness is increased by the anxiety of the patient. 

Dating back of the troubles a sudden dizzy 
spell, perhaps followed by loss of memory or 
weakness of a hand, may make the diagnosis. 
Often the most important clue is a big and sud- 
den change in the personality of the patient. 

Since the diagnosis sounds rather easy when 
put that way, it seems well to give one of the 
cases in which it was missed for over a year. 

The patient, a 73-year-old man, was seen first 
on May 26, 1949. He had a considerable lan- 
guage difficulty, but stated that he had begun to 
have trouble with his stomach about one year 
before. The cause of it had not been discovered. 
Apparently there was great discomfort on lying 
down after meals, especially after the main or 
evening meal. There had been a weight loss of 
15 pounds. There had been great difficulty in 
sleeping, and the patient was said to roam the 
house all night. All of this was quite foreign to 
his usual nature, and this information was ob- 
tained only after much questioning. 

There was some arteriosclerotic heart disease, 
well compensated. There was slight epigastric 
tenderness. X-ray studies of the stomach and gall 
bladder showed normal conditions and there was 
no evidence of a diaphragmatic hernia. 

The. patient was digitalized on June 14, 1949, 
and this made him much worse. Then for the 
first time it was determined that when he lay 
down, within a minute or two he would com- 
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mence having violent hiccups. In addition to 
these hiccups, the patient had once again be- 
comé very restless. 

Since it was apparent that something had hap- 
pened rather suddenly to this patient, which had 
caused him to have the hiccups, a vascular lesion 
of the brain stem was suspected. Neurologic 
consultation with Dr. Harold Voris confirmed 
this fact. 

Weight Loss Due to Teeth Extraction and 
Plates. Everyone is aware that the extraction of 
teeth and first use of plates is capable of pro- 
ducing weight loss. However, when confronted 
with a patient with a large weight loss, gastroin- 
testinal symptoms, and great exhaustion, the 
physician usually thinks of cancer. When no 
cancer can be found, an increasingly vigorous 
search for it often ensues. 

A 62-year-old man was first seen in July, 1948. 
He had had his teeth extracted 8 months pre- 
viously, but had been using his plates for only 


6 weeks. His complaints were three in number: 
(1) loss of 30 pounds (188 to 158); (2) severe 
indigestion with epigastric pain, and (3) ex- 
haustion. 

Physical examination was negative except for 
epigastric tenderness. Laboratory work was ex- 
haustive and noninformative. 

Various treatments were tried, but nothing 
helped. In the meantime the loss of weight went 
steadily on, 11 more pounds being lost by Sep- 
tember 7 and 18 pounds by October 2, at which 
time the weight was only 140 pounds. 

Repetitions of previous laboratory work, bi- 
opsies of lymph nodes, sternal punctures, sig- 
moidoscopies, gastroscopies, in fact a ridiculous 
number of tests were all done. 

Finally, the only thing left to do was to send 
the patient to California! A letter of January, 
1950, stated that he is gaining weight and feel- 
ing much better. Further tests made in Cali- 
fornia also gave negative results. 


In THE Public Health Reports for October 21, 1949, A. L. Chapman stated his belief that if 
1000 adults were to be “screened,” 48 would be found to have syphilis; 22 diabetes; 20 glau- 
coma; 75 anemia; 18 tuberculosis; 200 obesity; 266 visual defects; 250 some loss of hear- 


ing; 38 hypertension, and 39 heart disease. 


Tocky Mountain Spotted 


PuysictaNns practicing in regions where Rocky Mountain spotted fever is endemic will be in- 
terested to hear that M. H. Knomas and L. Berlin have found that this disease sometimes leaves 
unpleasant sequelae such as mental changes, convulsions, hemiplegia, paraplegia, or symptoms 
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due to injury of cranial and peripheral nerves. 


‘ 


The Present Status of—— 


Preqneninotone and Kheumatoid Arbhritis 


A NUMBER OF wriTERS have of kate been re- 
porting good results from the use of pregnenin- 
olone in some cases of rheumatoid arthritis, but 
other workers have failed to see any results worth 
recording. Pregneninolone did not lower the 


blood sedimentation rate as Cortisone is effec- 
tive in lowering it. 

Hench and his co-workers have tried the drug 
and have not been favorably impressed with 
their experience. 


Button (peration fer 


Tue mea of Crosby and Cooney was to place 
a sort of Murphy button between the peritoneal 
cavity and the subcutaneous tissues. Recently 
Chalmers and Davidson (1949) reported poor 
results with the technique. The results in 14 


cases were not good. At necropsy on 9 of the 
persons, the button was found to be plugged 
with omentum or fibrin, so that it could not 
function. It would appear, therefore, that the 
operation is hardly worth doing. 


Vagolomy fer loos 


THE PARTIAL REPORT of the Vagotomy Commit- 
tee of the American Gastroenterologic Associa- 
tion given at its April, 1950, meeting indicated 
that the cutting of the nerves does not greatly 
improve the results of gastroenterostomy. Hope- 
ful was the report that most of the patients who 
after operation suffered from gastric stasis and 
diarrhea recovered from these bad side effects 
after a month or two. 

Poor results from transthoracic vagotomy were 
reported by M. J. Healy, Jr., and P. K. Sauer 
(1949). They concluded that a man who sub- 
mits to transthoracic vagotomy has one chance 


in five of getting complete relief, two chances 
in three of getting some benefit, and one chance 
in three of getting nothing for his pains. They 
did not think that vagotomy should be employed 
routinely. 

Probably today most surgeons have given up 
performing transthoracic vagotomy, and they 
have given up performing vagotomy for gastric 
ulcer. Some leading surgeons now perform 
vagotomy only for the jejunal ulcers which de- 
velop after subtotal gastrectomy. They do this 
because often this is the only operation that is 
left for them to do. 


Histamine esensMi gation for Headache 


THERE Is ONE TyPE of headache which is prac- 
tically always greatly helped by desensitization 
to histamine and that is the histaminic head- 
ache described by Horton. In this type of head- 
ache the patient often wakes at a certain time, 
perhaps 4:00 o'clock in the morning, with a 
severe pain in one side of the face. Associated 
with this will be watering of the eye and stufh- 
ness of the nose occurring on the side of the 
headache. 

The pain will be severe for a few hours; 
then it will go away. In some cases the person’s 
life is almost ruined by the frequent disabling 
attacks. Fortunately, the disease is rare. In these 


cases a course of desensitization with a dilute 
solution of histamine injected intravenously 
every day is likely to work a cure. 

The results of the injection of histamine in 
other types of headache, such as migraine, are 
not so good. In perhaps half the cases the re- 
sults appear for a time to be good, but there is 
always the question whether the rest that the pa- 
tient got while staying at some medical center 
was really responsible for the relief. Oftentimes 
after the patient goes home and picks up his or 
her burdens again, the headaches come back. 

The principal exponent of this treatment is 
Bayard Horton of the Mayo Clinic. 
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BY ROBERT M. ZOLLINGER, M.D., and EDWIN H. ELLISON, M.D. 


Department of Surgery, Ohio State University, Columbus 


The physician must be prepared to correct the nutritional status of some 
patients before operation. The obese patient must be somewhat 
reduced and the thin, emaciated person should be fed. The protein and 
caloric needs of each patient must be estimated. Feeding can be carried 
out by mouth, by vein, by stomach tube, or by jejunostomy tube. 


OFTEN A SURGEON must take into account the 
state of nutrition of his patient before he oper- 
ates. Patients needing such care fall into two 
categories. First are those who are grossly over- 
weight; second and perhaps more troublesome, 
are those malnourished ones whose condition 
results from their inability to take food or from 
some acute or chronic disease process. 

When an operation is necessary, the improve- 
ment of the nutritional status of either of these 
two types of patient makes for a better surgical 
risk. Such preparation not only reduces mor- 
bidity and mortality but hastens the postoper- 
ative rehabilitation of the patient. 


Obesity and Undernourishment 
It is difficult to tell anything about the ab- 


domen of an obese person because one cannot 
feel much. During operation there is an in- 
crease in the incidence of anesthetic accidents, 


and in the technical difficulties of the surgical 
work done. Later, the stout person is more than 
normally susceptible to postoperative complica- 
tions. 

Especially before performing such operations 
as cholecystectomy, herniorrhaphy, pelvic lapa- 
rotomy, or a perineal repair, it is wise to get the 
obese patient to reduce weight. Drugs for di- 
minishing the appetite or for correcting endo- 
crine disturbances should be used only when in- 
dicated; there is no substitute for a rigid adher- 
ence to a balanced and properly prescribed low- 
calorie diet. In many cases it helps the patient 
to have a graph on which he or she can plot 
and record the daily loss in weight. A falling 
line brings encouragement. 

Even when the ideal weight is not reached, 
the loss of from 15 to 30 pounds may mean the 
difference between success and failure in the 
proposed operation. Sometimes, after reducing a 
while, the patient’s weight becomes stable, and 
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then it may be best to go ahead and operate. 

Some patients get the idea that after operation 
they ought to eat a great deal so as to regain 
weight and strength. Some of them must be told 
to continue their reduction type of diet, and 
their biweekly weighing. 

Sometimes of great concern to the surgeon 
is the undernourishment of a patient. Then the 
early recognition of nutritional depletion, and 
its quick correction, will greatly increase the 
safety of the operation. The surgeon must pro- 
vide not only a sufficient intake of calories but 
also of protein. Attention may have to be given, 
also, to the intake of fluids, electrolytes, and vita- 
mins. 

Such care of a person’s nutrition is likely to 
be particularly important in cases of chronic 
sepsis, extensive burns, big draining sinuses, 
constant vomiting, diarrhea, or much loss of 
body fluid in any way. Occasionally food ele- 
ments must be restored by vein or by stomach 


tube. 
Oral Feeding 


Whenever possible the necessary foods and 
fluids should be given by mouth. This method is 
the most effective and the most economical one 
for correcting nutritional deficiencies. 

It should be remembered that the basic main- 
tenance requirement of protein for a normal per- 
son is about 0.5 Gm. per pound of body weight 
per day. In cases of poorly nourished patients 
this amount may have to be gradually doubled. 
It must be remembered, also, that protein re- 
placement can be effective only when an ade- 
quate supply of calories is provided from other 
sources. If one fails to give a sufficient total 
caloric supply, the protein in the diet will be 
burned to produce energy and hence will not 
be used, as it should be, for tissue replacement. 
When possible, 20 additional calories per gram 
of protein should be provided, with a daily min- 
imum of from 1,500 to 1,800 calories. 

For example, for a 150-pound man the basic 
requirement should be 150x0.5=75 Gm. of 
protein. Seventy-five times 20, or 1,500, is the 
minimum caloric requirement. If the patient 
is underweight and has a nutritional problem, 
an effort should be made to give him twice these 
amounts. 

Sometimes it is well to find out what the pa- 
tient has been eating. If a physician has any ex- 


perience with calculating diets he will remem- 
ber such things as that a quart of milk con- 
tains 32 Gm. of protein and 670 calories; a serv- 
ing of meat contains 18 Gm. of protein and 300 
calories; a serving of potatoes contains 3 Gm. of 
protein and 128 calories; 2 slices of bread rep- 
resent 5 Gm. of protein and 130 calories; a pat 
of butter represents 73 calories, and 1 egg rep- 
resents 6 Gm. of protein and 80 calories. It helps 
to remember, also, that the protein content of a 
half-dozen eggs or a dozen slices of bread is 
equivalent to that of a quart of milk. 

In many cases one must adjust the diet to the 
person’s idiosyncrasies, - food allergies, or food 
dislikes. Always it should be remembered that 
food offered to a patient is valueless unless it is 
eaten. This is particularly true in the case of 
elderly persons, or persons who have no appetite, 
and who will not eat. 

Many persons, especially in the older age 


groups, will not tolerate milk, or will refuse to 


’ drink it. Some will take milk only if a flavoring 


agent is added to it, others will take it only if it 
is cooked into some other food, such as a custard 
or pudding, or seryed in the form of ice cream. 
Sometimes milk powder can be added to other 
foods to increase their nutritive value. For in- 
stance, one can add half a cup of skim milk 
powder to a glassful of milk shake. Such a milk 
shake can be given half-way between the noon 
and the evening meal, or at bedtime. 

In some cases poor teeth or a poorly fitting 
denture may interfere with the patient’s eat- 
ing. Many a person loses 20 or 30 pounds in 
weight while getting used to new dentures. 

The value of a narrow diet can be greatly en- 
hanced if one can add to it prepared protein 
mixtures. The difficulty is that sometimes they 
are far from acceptable to the patient because 
of their bad taste or appearance. Sometimes they 
will be taken by the patient only if he or she 
realizes the great need for extra food. A table- 
spoonful of protolysate is equivalent to 6 Gm. 
of protein, or the amount supplied by an egg. 
The adding of a cupful of protolysate will insure 
a high protein intake, corresponding to that 
of about 3 quarts of milk. These mixtures should 
not be given as substitutes for food but only as 
adjuncts to the diet. 

Today, most patients who are going in for an 
operation, not an emergency, will wait for a 
week or more before they can get a room in the 
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hospital. In the cases of the very fat or the very 
thin, the physician can profitably use this time 
for starting his nutritional program. In the cases 
of badly undernourished and debilitated patients, 
it may be well to wait some time until the 
weight curve shows a sustained upward trend. 


Supplementary Feedings 


In the worst cases, in which the patient is 
badly debilitated and undernourished, the pro- 
tein hydrolysate, Amigen, can be given intra- 
venously, together with dextrose. Such feeding 
may give the patient a feeling of fullness or 
anorexia, and thus may cause him or her to take 
less food by mouth. Accordingly, the supple- 
mentary infusions, if given, should be given be- 
tween meals, preferably after the noon or the 
evening meal. A combined oral and intravenous 
supplementation, using 2 liters of a 5 per cent 
solution of Amigen in a 15 per cent solution of 
dextrose frequently results in a total daily intake 
of about 4,000 calories. The content of protein 
is 200 Gm. 

Occasionally food can be given by stomach 
tube. Most persons hate the stomach tube, and 
then they should be told that it will no longer 
be used when an adequate diet is being eaten 
normally. 

It is well to start tube feeding with homo- 
genized milk. As much as 2% quarts can be 
given during a twenty-four-hour period, and 
this will provide 84 Gm. of protein and 1,680 
calories. Later, the milk can be supplemented 
with protolysate or Dextro-maltose solutions. It 
is best to give about 200 cc. between meals and 
during the evening hours. Large volumes of 
such food, and rapid administration must be 
avoided especially in the cases of elderly, debil- 
itated, poor-risk types of patients. One must fear 
regurgitation, with possible aspiration of the 
food into the lungs. 

Such supplementary feedings should be given 
only as a temporary expedient. They can be dis- 
continued just as soon as the patient is able to 
take enough food by mouth. 

After the operation, added fluid and food 
can be given in the form of eggnogs and milk 
shakes. Bulky foods such as salads and vege- 
tables should be avoided for some days, since 
they will limit the intake of the more necessary 
concentrated and nutritious foods. Five or six 
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small feedings a day may be more satisfactory 
and comfortable than three large meals. This is 
particularly true following extensive surgical 


procedures on the upper part of the digestive tract. 


Intravenous Feeding 


In some cases, as a final resort, essential nutri- 
ents must be supplied by the veins. This should 
be done only when the gastrointestinal tract 
cannot or should not be used as a recipient of 
the food. Intravenous feeding can be carried out, 
also, in those persons who are suffering from an 
acute loss of body protein or fluid, as after hemor- 
rhage or an extensive burn, or a severe diarrhea. 

If 1 liter of blood were to be utilized as food 
it would supply approximately 30 Gm. of pro- 
tein and only 120 calories. One liter of plasma 
would supply about 60 Gm. of protein and 240 
calories. 

A 5 per cent solution of glucose will provide 
only 200 calories per liter. Obviously, the amount 
that can be given in a day will not suffice for 
the person’s energy requirements. Many patients 
can tolerate a 10 per cent glucose solution with 
its doubled caloric value. If given slowly, a 15 
per cent solution of glucose, containing 600 
calories per liter, can be utilized. 

Adequate and complete feeding by the intra- 
venous route has come closer to realization with 
the employment of the various hydrolysates of 
protein. Thus, | liter of a 5 per cent solution of 
Amigen in a 5 per cent solution of dextrose con- 
tains 37.5 Gm. of protein and 385 calories. 

Clinical observations, combined with meta- 
bolic studies on human subjects, have convinced 
us that the utilization of protein, when given 
intravenously, is directly related to the number 
of calories administered at the same time. The 
amount of retention of nitrogen is practically 
doubled with each 5 per cent increase in the 
concentration of the dextrose solution. On add- 
ing 150 cc., or 3 ampules, of 50 per cent dex- 
trose to | liter of a 5 per cent solution of Amigen 
in a 5 per cent solution of dextrose, one gets 
1,150 cc. of a solution containing 4.5 per cent 
of hydrolysate and 10 per cent of dextrose. These 
higher concentrations can be used safely and 
efficiently only if the drip does not deliver more 
than 0.7 Gm. of dextrose per kilogram per hour. 
If this rate is exceeded, sugar appears in the 


urine, and there is an increased flow of urine. 


Asa result of this, the patient loses some calories. 

The amount of hydrolysate and dextrose to be 
given will depend on the size of the patient, the 
severity of the nutritional disturbance, the dura- 
tion of the feeding program, and the desirabil- 
ity of maintaining nutrition or of building it up. 
The giving of 1 liter of a protolysate solution, 
containing 5 per cent dextrose, doesn’t do much 
toward insuring replacement of protein. 

In the case of persons in good condition for 
short periods of time, 2 liters of a 5 per cent 
solution of dextrose with 5 per cent Amigen 
may be sufficient to prevent ketosis and to min- 
imize breakdowns of tissue at the expense of 
body fat. A patient of average size will require 
3 liters of 10 per cent dextrose with 5 per cent 
Amigen. On this he can maintain body weight, 
but one cannot expect him to correct pre-exist- 
ing deficiencies. In our experience, from 30 to 
45 calories per kilogram of body weight must 
be given if restitution of protein and weight is 
desired. 

These infusions are generally given in a vein 
of the wrist or forearm; the use of a small caliber 
needle avoids occlusion of the vein, and permits 
a constant flow of blood past the point of injec- 
tion. The too prolonged use of a single vein is 
to be avoided. There are some elderly poor-risk 


patients in whom intensive intravenous feeding 


is undesirable because of the possibility of over- 
loading a weakened heart. 


Feeding by Jejunostomy 


In some patients a small catheter can be in- 
troduced into the upper part of the jejunum. 
This operation can be quickly and easily per- 
formed under local anesthesia. Through such a 
catheter we often give a mixture with homo- 
genized milk as a base. Experiments have shown 
that milk is more easily absorbed from the 
bowel if the size of the particles is small. Homo- 
genized milk contains 700 calories per liter and 
35 Gm. of protein. Most patients will take as 
much as 2,400 cc. of this a day, and in this way 
they will get 84 Gm. of protein and 1,680 cal- 
ories. Such feeding makes it unnecessary to give 
food by vein. 

Feeding by jejunostomy is helpful in some 
cases of obstruction in the upper part of the 
digestive tract, as by cancers or ulcers. It has 
helped in cases of operation on the upper part 


of the digestive tract when it is highly desir- 
able to start feeding right away. At times, it is of 
value in the presence of prolonged biliary drain- 
age, especially in elderly patients who refuse to 
eat enough food. It is helpful in persons in whom 
venous thrombosis has quickly taken place. 

A feeding is started immediately after the 
completion of the jejunostomy with a continuous 
gravity drip of a solution of 5 per cent dextrose 
in distilled water. This is given at a rate of 50 cc. 
per hour during the twenty-four hours after op- 
eration. The material will give 840 calories. On 
the second day the rate of flow can be increased 
to 100 cc. per hour and this will provide 2,400 
cc. of milk containing 1,750 calories. On the 
third postoperative day a syringe is substituted 
for the gravity drip and 200 cc. of homogenized 
milk is given every 2 hours, followed by 50 cc. 
of water to wash out the jejunostomy tube. This 
provides 300 cc. of fluid with 80 Gm. of protein 
and 1,750 calories. Such feeding can be kept up 
for a week. 

Care must be taken not to overload the in- 
testine when it is not very active, as shown by 
the lack of bowel sounds or the failure to pass 
gas. If the patient’s abdomen should become dis- 
tended, the rate of administration should be de- 
creased until there is passage of gas or feces by 
rectum. A little mineral oil can be given through 
the jejunostomy tube. 

When more food is desired, the best tolerated 
high-caloric mixture is composed of commercial 
homogenized milk, containing 4 per cent of 
homogenized fat, to which is added a 5 per cent 
solution of protein hydrolysate and a 6 per cent 
solution of starch hydrolysate: a so-called 4, 5, 
6 mixture. 

At the end of a week, 50 Gm. of protein hy- 
drolysate per liter, or about half a measuring 
cup, and 30 Gm. of starch hydrolysate per liter 
should be added to the homogenized milk for- 
mula. Dexin or Dextro-maltose can be tolerated 
equally well. If it is well tolerated, the starch 
hydrolysate ration can be increased to 60 Gm. 
per liter, while the protein hydrolysate ration is 
kept at 50 Gm. per liter. Vitamins may be added 
to the mixture. Jejunal feedings should not be 
given between midnight and morning because 
they may make the patient uncomfortable. 

When jejunal feedings are no longer needed, 
the rubber tube can be pulled out; the enteros- 
tomy will then close without incident. 
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BY PHILIP THOREK, M.D. 


Department of Surgery, University of Illinois, Chicago 


The problem of intestinal obstruction presents a challenge to the surgeon and 


general practitioner alike. In diagnosis, it is necessary to ascertain whether 


the condition is an intestinal obstruction, whether it is of the large or small 
bowel, whether it is strangulated or nonstrangulated, and whether the obstruction 
is complete or incomplete. Proper treatment can then be instituted. 


THE PROBLEM of intestinal obstruction still con- 
tinues to present a diagnostic and therapeutic 
challenge to the surgeon and practitioner alike. 
Despite the many recent advances in electrolyte 
balance, intestinal siphonage, caloric require- 
ments, and surgical technique, the mortality 
continues to remain high. Any plan which aids 
in the early diagnosis and treatment of the ob- 
structing lesion helps further to reduce the num- 
ber of fatalities. It cannot be denied that the 
longer a patient with an intestinal obstruction 
lives before the operation, the sooner he dies 
after the operation. Wangensteen, Haden, Orr, 
Coller, and many others have contributed monu- 
mental stepping stones which enable us to un- 
derstand the pathologic physiology of this con- 
dition. 

Intestinal obstruction is a symptom complex 
and not a disease, hence, it is not enough to 
make a diagnosis of “just intestinal obstruction.” 
{n attacking this problem we have devised a 


plan whereby we can make an earlier and more 
thorough diagnosis, thus enabling proper therapy 
to be instituted more rapidly. To correctly diag- 
nose the condition it is necessary to ask and an- 


swer the following four questions: (1) Is this 


an intestinal obstruction? (2) Is it a large or 
small bowel obstruction? (3) Is it strangulated 
or nonstrangulated? (4) Is the obstruction com- 
plete or incomplete? 


The Obstructive Triad 


In answer to question number one, “Is this an 
intestinal obstruction?” we expect to find the 
obstructive triad, namely, distention, obstipation, 
and vomiting. Even though the triad may be 
present wholly or in part, its individual parts 
call for clarification. 

In regard to distention, one must define what 
he means by the term. Since we have no stand- 
ard for measuring the distended abdomen, we 
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Figure 1. The relationship of the umbilicus to the 
xiphoid process in the scaphoid, the flat, and the 
distended abdomen. 


have decided to utilize the anatomic relationship 
of the umbilicus to the xiphoid process (Figure 
1). We believe that the normal abdomen is scaph- 
oid and not flat, hence the umbilicus is normally 
placed below the xiphoid. When the umbilicus 
is on a level with the xiphoid, the abdomen is 
called flat, and when the umbilicus is above the 
xiphoid, the abdomen is described as being dis- 
tended. Therefore, when the umbilicus is on a 
level with or above the xiphoid, some pathologic 
condition exists. When such an abnormally 
placed umbilicus is found we consider the dif- 
ferential diagnosis of the seven “F's,” namely, 
Fat, Feces, Fluid, Flatus, Fetus, Fibroids, and 
“Ph’antom tumors. In almost every case one of 
the “F’s” has been found to be the underlying 
cause. 

It is important to record the position of the um- 
bilicus when the patient enters the hospital, and 
to recheck this every hour thereafter. If the 
umbilicus is below the xiphoid when the patient 
is first seen, and one hour later is found on a 
level with the xiphoid, this signifies early dis- 
tention. In this way we can avoid the develop- 
ment of a late preterminal distention that so 
many neglected intestinal obstructions present. 

Regarding obstipation, we know that the aver- 
age intestinal obstruction passes neither feces nor 
flatus, but we also recall that this may be lack- 
ing in incomplete obstruction, as for example in 
Richter’s hernia, in which only part of the cir- 
cumference of the bowel is incarcerated. In such 
cases the resulting irritation and hyperperistalsis 
may even lead to a diarrhea which can be most 
misleading when one makes a diagnosis of in- 
testinal obstruction. 

Vomiting will be more thoroughly discussed 


under question number two. Regardless of the 
absence or presence of the obstructive triad, it is 
far more important to elicit the one pathogno- 
monic finding of intestinal obstruction, namely, 
that pain and intestinal sounds appear at the 
same time. 

This synchronization of sound with pain dif- 
ferentiates intestinal colic from any other type 
of intermittent pain. The physician should place 
his stethoscope upon the patient’s abdomen when 
he states that he is getting his pain, and if it is 
of an intestinal nature he will hear the rushing 
bowel sounds at this time. 


Is Obstruction of Large or Small Bowel? 


The most important differentiating factor be- 
tween a large and a small bowel obstruction is 
whether or not vomiting is present or absent. 
Patients with large bowel obstructions do not 
vomit, but those with small bowel obstructions 
do. We all have seen late cases of large bowel 
obstructions where vomiting has been present 
as a late and not too distressing symptom, but in 
the small bowel lesions vomiting appears verv 
early. The higher the obstruction the more ful- 
minating the vomiting. Utilizing this one fact, 
we can usually differentiate the small from the 
large bowel obstructions. To use the word 
“fecal” vomiting as being descriptive of intes- 
tinal obstruction is incorrect. The term “fecu- 
lent” is more descriptive, since fecal vomiting 
refers to a gastrocolic fistula or some similar lesion. 

The scout roentgenogram is used to further 
differentiate the small from the large bowel ob- 
struction (Figure 2). Many authorities believe 
that the first roentgenogram signs of obstruction 
appear within three to four hours, at which time 
clinical signs may be minimal. It is unnecessary 
to stand or turn the patient or to give him any 
contrast media. A scout roentgenogram which 
can be taken with a portable machine will usually 
give the desired information. If the obstruction 
is a large bowel lesion, the roentgenogram 
usually reveals a large distended colon which ap- 
pears as a horseshoe or inverted “U.” The recto- 
sigmoid is the most common location for these 
lesions. If, on the other hand, the obstruction is 
small bowel in nature, the typical paralleling or 
stepladder pattern will be present. 

The history also aids in differentiating the 
two types of obstructions. A slow, progressive, 
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chronic, increasing constipation speaks for a 
large bowel lesion, but a sudden violent attack 
signifies small bowel disease. Patients with in- 
testinal obstruction who have had previous sur- 
gery can be looked on as having small bowel ob- 
structions, until this is proved otherwise. Large 
bowel obstruction resulting from postoperative 
adhesions is a rarity. A two-quart diagnostic 
enema is also of help. The large bowel can 
usually retain two quarts of fluid plus its usual 
contents. If the bowel cannot take the two 
quarts, this speaks for a large bowel lesion. There 
are many other ways of differentiating the two, 
but space does not permit extending this dis- 
cussion. 


Is the Intestinal Obstruction Strangulated? 


The question as to whether an intestinal ob- 
struction is strangulated or nonstrangulated, can 
usually be answered by the presence or absence 
of tenderness. Patients with nonstrangulated in- 
testinal obstructions do not complain of colicky 
pain, but the person with a strangulated lesion 
has pain plus localized tenderness. This tender- 
ness is best found by the patient, who will 
usually locate the exact point of the disease. 

The classical example of this is a strangulated 
inguinal hernia. The patient has diffuse pain 
over his entire abdomen, but will permit one to 
palpate it; however, he resents having pressure 
made over a strangulated mass because of its 
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Figure 2. Large and Small Bowel Obstruction. At left: In the large bowel obstruction, which is most commonly 
on the left side, a distended colon results which is proximal to the lesion. On the roentgen- 


exquisite tenderness. Our incision is usually de- 
termined by the location of the patient's ten- 
derness. 

Another differentiating point between the 
strangulated and nonstrangulated obstruction is 
the appearance of the patient. A patient who has 
a strangulated intestinal obstruction is acutely 
and violently ill, and usually is in shock or im- 
pending shock, whereas the patient with an in- 
testinal obstruction without strangulation does 
not present such a dramatic picture. 

The scout roentgenogram may aid in the dif- 
ferentiation of a strangulated from a nonstrangu- 
lated small bowel obstruction. If a small bowel, 
nonstrangulated, intestinal obstruction is present, 
the typical stepladder pattern is observed and 
the valvulae conniventes are readily seen. If, on 
the other hand, a small bowel strangulated ob- 
struction is present, no characteristic bowel pat- 
tern is assumed since the distended loops ar- 
range themselves in whatever portion of the ab- 
domen the obstruction occurs. The valvulae 
conniventes are not easily detected or seen be- 
cause of the extravasation of blood into the 
strangulated loop of bowel and into the abdom- 
inal cavity. 


Is the Obstruction Complete? 


As has been mentioned, a patient with a com- 
plete intestinal obstruction passes neither flatus 
nor feces per rectum, but if the obstruction is 
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imal to the lesion assume a paralleling stepladder pattern which is clearly visible on the roentgenogram. 
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incomplete some fiatus and feces may be ex- 
pelled especially with repeated enemas. It is 
important not to be misled by the results of the 
first enema, since a copious movement and flatus 
may be expelled following its administration. 
This, however, is material which is distal to the 
lesion. If repeated enemas bring flatus and feces, 
then we assume that the lesion is incomplete; if 
the returns of the repeated washings are clear, 
we conclude that the obstruction is a complete 
one. 
A scout film of the abdomen should be taken 
when the patient arrives. This immediately re- 
veals the bowel pattern and also determines 
whether or not flatus is present in the region of 
the hollow of the sacrum. If the flatus over the 
sacrum is absent following repeated enemas, we 
consider the condition a complete obstruction, 
but if flatus continues to come down and appear 
over the sacral region, the lesion is an incom- 
plete one. A patient with a complete obstruction 
will appear more ill than one with an incom- 
plete lesion; therefore, the clinical appearance 
and impression are of importance. 


secretions 
3,000 c.c. 
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Figure 3. Continuous suction may deplete the patient 
of important fluids and electrolytes. This illustration 
depicts the tremendous loss which might result if 
siphonage is continued over too long a period. 


The Six “S's” of Treatment 


When one labors through the voluminous 
literature on the subject of the treatment of in- 
testinal obstruction, one finds it difficult to put 
to use this maze of material. It is wise, there- 
fore, to have a plan based on a simple summary. - 
We have devised a plan based: upon the six 
“S’s,” since we state that the treatment of in- 
testinal obstruction consists of Suction, Saline, 
Sanguine, Surgery, Sulfa, and the “Stir-em” 
technique. 

Suction, or gastrointestinal siphonage, has 
done much to lower the mortality of this condi- 
tion. It has its pitfalls, however, and these must 
be kept in mind (Figure 3). It has no place in 
large bowel obstructions nor should it be used 
when strangulation is present. On the other 
hand, it may be curative in postoperative ileus, 
nonstrangulated adhesive obstruction, or in ob- 
struction associated with peritonitis; these are 
usually small bowel lesions. Its values as a pre- 
or postoperative adjunct need no emphasis. To 
keep a patient with a carcinoma of the recto- 
sigmoid and a large bowel obstruction on con- 
tinuous siphonage is to court disaster. Hence, its 
uses and abuses must be thoroughly understood. 

Saline can prolong the life of a patient with 
an intestinal obstruction; however, it cannot cure 
the condition. It is an excellent form of sup- 
portive therapy. Chloride ions have been lost in 
the patient who has manifested a great deal of 
vomiting or in whom continuous gastrointestinal 
siphonage has been instituted. These must be re- 
placed, and it is mainly by the use of physio- 
logic saline that the patient's chloride balance 
may be maintained. By restoring this electrolyte 
balance one is able to put his patient into better 
condition to withstand surgery, and in this way 
also to lower the mortality. Saline, however, is 
not the only supportive therapy that the patient 
needs; this will be discussed subsequently. 

Sanguine is the word used to refer to blood 
and its derivatives. We feel that the only place 
for the use of whole blood is in the replacement 
of lost red cells. We prefer to keep the protein 
balance of the patient normal with plasma, 
serum, or amino-acid therapy. If the obstruction 
is associated with blood loss, we feel that the 
fluid of choice is then whole blood. In many 
cases of strangulated obstructions, or in cases 
which might necessitate extensive bowel resec- 


GP © Volume Il, Number ! 


1,500 
| ah 
fF juice 
© Pancreatic 

juice 

700 c.c. 
7 
44 


tion, whole blood is preferred. Maintaining a 
normal protein level permits a patient to seal 
properly because of his good fibrin content. 
Hypoproteinemia and hyperchloridemia are two 
conditions which must be avoided in the case 
of intestinal obstruction as well as in all other 
surgical emergencies. Too little protein and too 
much chloride both produce tissue edema and 
permit the patient to “drown” in his own body 
juices. It is because of hypoproteinemia and 
hyperchloridemia that sutures pull out of edem- 
atous tissue. Faulty suturing or suture material 
is not the cause of intestinal leakage; this is due 
to poor pre- and postoperative care. The patient's 
vitamin needs must be maintained, especially the 
water soluble vitamins B and C which he loses 
readily. Vitamin C is truly the “surgeon’s” vita- 
min because this is the one which is essential 
to sound wound healing. 

Surgery is a subject which cannot be dis- 
cussed adequately in a few pages, so I shall only 
touch upon the surgical highlights as they per- 
tain to the patient with an obstruction. If a pa- 
tient has a strangulation he should have imme- 
diate surgery. As has been stated, the patient 
will tell us where to make the incision if we 
permit him to reveal his most tender spot. Com- 
plete large bowel, nonstrangulated lesions re- 
quire immediate colostomy for the release of in- 
tracolonic pressure. We prefer the so-called 
“blind” cecostomy in such conditions. This is 
made through an exaggerated McBurney’s in- 
cision which hugs the anterior superior iliac 
spine. If the cecum is distended, and it surely 
should be in an obstructed colon, then it bulges 
into the wound. It is held in place by two hemo- 
stats and an iodoform pack is placed between the 
cecum and the parietal peritoneum. 

Following this stitchless procedure, the patient 
is returned to bed and the cecum is opened some 
six hours later after it has had a chance to seal 
off. Since the bowel wall is edematous and will 
not retain sutures it is unwise to attack directly 
an obstructed colonic lesion. It is for this rea- 
son that we leave the primary disease alone 
and do a preliminary cecostomy away from the 
site of the lesion. For the following ten days or 
two weeks the patient may be deflated, prepared, 
and then reoperated. It is at this time that a 
true evaluation of the disease can be made and 
a resection done. The cecostomy acts as a vent in 
the case that an intestinal anastomosis is per- 
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Figure 4. Viability of a segment of suspected bowel 
can be readily and rapidly determined by merely 
flicking the bowel and watching for peristaltic re- 
sponse. If the bowel contracts it is viable. 


formed. In strangulated lesions we may be con- 
fused with the question: “Is the bowel which 
has been freed viable or not?” It seems imprac- 
tical to stand about placing hot towels on a seg- 
ment of intestine and watching its color. Viability 
is readily determined if one merely flicks the 
bowel with the finger and watches for peristaltic 
waves (Figure 4). If it is able to contract, re- 
gardless of the color of the intestine, it is viable. 
Intestinal obstruction is usually associated 
with a transudate which is present in the peri- 
toneal cavity; if this is bloody, a strangulation is 
present. Therefore, if a blind cecostomy is done 
and a sanguinous fluid noted, we must abandon 
the cecostomy and explore for the presence of 
a strangulated lesion. The type of anastomosis 
performed is purely a personal one. However, 
we feel that a lateral anastomosis is the safest 
in the hands of the occasional operator. If time 
is a factor, one should be familiar with the tech- 
nique of the so-called quick “aseptic” end-to-end 
anastomosis. The Mikulicz exteriorization pro- 
cedure has its place especially in the strangulated 
large bowel intestinal obstruction (Figure 5). 
Sulfa drugs have taken their place among the 
chemotherapeutic agents used in the treatment 
of intestinal obstruction. There is also a place 
for such allied drugs as penicillin and strepto- 
mycin. Following the surgery, we place 3 to 4 
grams of sulfathiazole or sulfadiazine in the 
peritoneal cavity and follow this with 40,000 
units of penicillin every 3 or 4 hours intramus- 
cularly. We do know that penicillin will not 
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Figure 5. The Mikulicz exteriorization operation. The 
afferent and the efferent loops of bowel are ap- 
proximated thereby forming a spur. The spur is later 
crushed and continuity is re-established. 


affect the colon group of organisms but it will 
attack streptococci and staphylococci. Sulfadia- 
zine is administered intravenously following the 
first postoperative day and streptomycin is com- 
ing into its own as the main chemotherapeutic 
agent against the Gram-negative rods. Sulfa- 
suxidine and Sulfathaladine will keep the bac- 


terial count low in the intestinal tract if these 
drugs can be taken by mouth. 

By “stir-’em” technique we mean early ambu- 
lation, active and passive movements, and breath- 
ing exercises. The beneficial effects brought 
about by getting patients out of bed as soon as 
possible have been well proved. We do not 
wish to infer that early ambulation should be 
carried to an extreme. It is our plan to have our 
patients with major surgery out of bed on the 
first postoperative day. However, each case pre- 
sents an individual problem. Having the patient 
move about, having him take a few deep breaths 
every hour, and encouraging arm and leg move- 
ments all play a part in lowering the incidence 
of phlebothrombosis, pulmonary complications, 
and their sequelae. 

Only the surface has been scratched in this 
presentation of the vast subject of intestinal ob- 
struction. However, we feel that if we approach 
the problem with the “Four Questions,” make a 
diagnosis based upon these, and then summar- 
ize the treatment with our “Six S’s,” we should 
have a logical approach to a given case. 


RECENTLY scientists at Tufts Medical School in the Pratt Diagnostic Hospital of Boston found 
a way to extract almost 100 per cent of the antiarthritis hormone from the pituitary glands of 
pigs. Heretofore the yield of the hormone has been very small. 

This advance will doubtless now cause a big drop in the price of the drug. Already the cost 
has dropped from $235 a gram to $100 a gram, and this year there is 30 times as much more 


available each month than there was last year. 


Incidentally, cortisone has dropped from $135 a gram to about $100 a gram. Last year Merck 
was making 350 Gm. a month and now is making 15,000 Gm. a month. 


Sead Poisoning From Culling Touches 


IN THESE DAYS when so many men are using cutting torches, the physician must be on the 
watch for acute lead poisoning. He is likely to find it in men who are helping to wreck old 
buildings or ships or bridges. The torch vaporizes the paint, and the worker then inhales the 


fumes. 


The men who cut up ships are particularly likely to get into trouble especially when they work 


in small enclosed spaces like the double hull. 
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Lathology of Hyperthyroidism 


BY MALCOLM B. DOCKERTY, M.D. 
Division of Surgical Pathology, Mayo Clinic. Rochester, Minnesota 


Among the conditions which may cause excessive functional activity of the 


thyroid gland are exophthalmic, adenomatous, or ovarian goiter; thyroiditis; and 
thyroid carcinomas. These produce pathologic changes in the gland in excess of 
regressive or involutional changes, as well as changes in other organs. 


IN ORDER TO UNDERSTAND the pathologic changes 
which occur in the thyroid gland to produce the 
clinical picture of hyperthyroidism, it is first 
necessary to gain an impression of the normal 
thyroid gland. Embryologically the thyroid gland 
is derived from downgrowths of entoderm at the 
pharyngeal end of the gut, and up to the third 
month of fetal life concerns itself entirely with 
proliferation of its cells, there being no attempt 
at storing iodine or of manufacturing hormone. 
This observation brings up the first practical 
point in this discussion, namely, that because of 
this lack of function it becomes safe from the 
standpoint of the fetus to treat a mother, who 
has thyrotoxicosis, with thiouracil during the 
first trimester of her pregnancy. 

According to Rice, the thyroid gland at birth 
weighs about 2 Gm. The cells microscopically 
are cuboidal and the colloid vesicles are small. 
In adult life, the gland weighs about 30 Gm., 
the cells are of the high cuboidal type, the vesi- 
cles are large, and colloid is abundant (Figure 


!). The senile gland resembles the adult gland 
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though the cells are of the low cuboidal type. 

As a result of iodine deficiency, in the pres- 
ence of a low environmental temperature or of 
infection, and particularly during the period of 
sexual and somatic metamorphosis which we 
call “puberty,” the thyroid gland responds by 
enlarging. In some instances, nodules or so- 
called adenomas develop. The second salient 
point is that 30 per cent of nodules of the thy- 
roid seen in children turn out to be malignant. 
After puberty, 5 per cent prove to be carcinomas, 
and 25 per cent, after long or short periods, evi- 
dence signs of thyrotoxicosis. 

Microscopically, increased demands for thy- 
roid hormone in these various conditions are met 
by hypertrophy and hyperplasia of the thyroid 
cells, most probably mediated by thyrotropic 
hormone of the pituitary body. This response is 
often focal and when the needs are met, involu- 
tion occurs with flattening of the cells and dis- 
tention of the vesicles with stored colloid. What 
one might call a normal thyroid gland, therefore, 
would be one in which the balance between 


an 5 
i 
. — 


* Figure 1. Section of normal thyroid gland showing 


well-formed follicles lined by flattened epithelial 
cells and stored colloid. (Hematoxylin and eosin 
stain; x80). 


hyperplasia and involution results in a normal 
basal metabolic rate. To carry this a step further, 
one would have to say that the so-called diffuse 
colloid goiter of puberty is a normal thyroid 
gland for the particular patient who has one at 
that particular period of life. 

I shall consider the pathology of conditions 
in which hyperfunctional changes occur in ex- 
cess of regressive or involutional ones. In gen- 
eral, it is no easy task for the microscopist to 
make the expected clinical pathologic correla- 


tion. 
Exophthalmic Goiter 


In cases of typical untreated exophthalmic 
goiter, the pathologic changes are fairly consist- 
ent. They will be discussed first in the hope that 
the various modifications will become clear. 
Grossly, the gland is of normal shape, fairly 
smooth in contour, heavier than the normal, 
meaty in consistency, and reddish in color owing 
to increased vascularity. In perhaps 10 per cent 
of cases the gland is compartmented to a varying 
degree, and in perhaps an additional 10 per cent 
of cases actual adenomas are seen as encapsu- 
lated masses on the cut surface. A grayish color 
may represent a modification produced by asso- 
ciated “thyroiditis,” and, when this is present, 
the surgeon is chary of resecting too much of 
the gland so as not to assist nature in precipi- 
tating postoperative myxedema. 

Microscopically, the gland is quite cellular as 


compared with the normal thyroid gland. The 


cells are tall; they perhaps average 12 to 14 
microns in height while the average height of 
the cells of a normal gland is 6 microns. Nuclei 
are basal and hyperchromatic. The Golgi appa- 
ratus and mitochondria are prominent. The 
cytoplasm is eosinophilic, and with special stain- 
ing methods shows that it is vacuolated. A heap- 


‘ ing up of the cells in the form of papillary tufts 


is characteristic and perhaps indicative of earlier 
hyperplasia, since exophthalmic goiters produced 
by hormones early exhibit microscopic evidence 
of activity (Figure 2). 

Acini are relatively small and sities, and 
often are angular in outline. Colloid is.thin and 
vacuolated. The colloid is eosinophilic, and 
Hertzler felt that this feature was the best gauge 
of the severity of the thyrotoxicosis. The stroma 
is quite vascular as compared with the normal. 
Nests of lymphocytes often are found in large 
numbers, and frequently with secondary germ 
centers. Warthin regarded them in the light of 

a “Graves constitution,” important from an etio- 
logic standpoint, and useful as a microscopic 
index of the severity of the thyrotoxicosis. 
Broders expressed the opinion that they repre- 
sent a nonbacterial and perhaps toxic form of 
associated thyroiditis. They have been noted in 
30 per cent of normal thyroid glands at necrop- 
sy, and they apparently increase in number after 
the administration of goitrogens and the thyro 
tropic hormone of the pituitary body. Their 
presence in cases of exophthalmic goiter is not 
limited to the thyroid, for they may be found 
in the eyeball, in muscles, in the liver, in the 
kidneys, and in the adrenal! glands, and the pres- 
ence of large numbers of these nests contributes 
to the thymic hyperplasia and enlargement of 
the lymph nodes sometimes seen in cases of 
exophthalmic goiter. As mentioned previously, 
perhaps none of these changes is truly primary, 
but in the experimental animal they certainly 
can be induced by the injection of the thyroid- 
stimulating hormone of the pituitary body. 

The administration of compound solution of 
iodine to the patient with exophthalmic goiter 
induces the following involutional changes in 
focal areas: (1) a flattening of the epithelium, 
(2) an effacement of papillary infoldings, (3) a 
thickening of the colloid with expansion of the 
vesicles with the storage of more iodine, and 
(4) a decrease in the vascularity of the stroma. 
It is doubtful whether the lymphocytes are al- 
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tered much by this therapy. Since many areas 
escape. this transformation, administration of 
compound solution of iodine per se rarely cures 
the patient. 

In 1929 Broders described another change 
which he termed “regenerative hyperplasia” and 
related to the effect of iodine. It consisted of the 
appearance in microscopic foci of peculiar ag- 
pregations of eosinophilic cells of epithelial ori- 
gin. The cells looked anaplastic and were fre- 
quently arranged in a disorderly fashion, often 
in single file. The appearance was at times 
reminiscent of adenocarcinoma, and certain 
specimens were so diagnosed in the early days. 
However, the absence of mitosis, the small size 
of the nucleoli, and the frequent appearance of 
an exactly comparable picture in thyroid glands 
being slowly destroyed by Riedel’s struma and 
Hashimoto's disease related the condition to a 
process of compensatory hyperplasia rather than 
to a neoplasm. 

The microscopic picture of an exophthalmic 
goiter treated with one of the goitrogens is ex- 
actly the opposite of what one would expect 
from the clinical improvement obtained. It con- 
sists of noticeable exhaustion of colloid, marked 
papillary infolding, active cellular hyperplasia in 
addition to hypertrophy and at times a cellulari- 
ty approaching that of carcinoma. (As a matter 
of fact, it has been shown that these same goitro- 
gens actually prepare the epithelial soil of the 
thyroid so that a carcinogenic agent can act more 
readily on it. Thiourea has actually caused carci- 
noma of the thyroid unassisted. [Purvis and 
Griesback}). There is apparently some induced 
depression of the formation of thyroxine; the 
pituitary hormone acts almost completely un- 
opposed and the microscopic picture of the thy- 
roid is a reflection of intense stimulation of the 
thyroid epithelium. After administration of the 
goitrogen is discontinued, administration of io- 
dine again induces pronounced involutional 
changes as shown by Buno and Grosso, and 
again, paradoxically enough, the basal metabolic 
rate rises steadily while the thyroid epithelium 
is flattening. 

Carcinoma of the thyroid gland rarely occurs 
in cases of exophthalmic goiter but it does occur 
occasionally, probably once in 1,000 cases. When 
found, it can be traced in point of origin to an 
adenoma in perhaps 50 per cent of the cases. 

Two further questions remain to be answered. 
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Figure 2. Exophthalmic goiter showing the changes 
of parenchymatous hypertrophy. The epithelium is 
tall and infolded into small spaces which contain 
thin vacuolated colloid. (Hematoxylin and eosin 
stain; x100). 


The first of these is, What happens to the resid- 
ual thyroid tissue after partial thyroidectomy? 
Pemberton studied post-mortem material in 7 
cases in which the patients had undergone thy- 
roidectomy from 15 months to 11.7 years pre- 
viously, had been cured of their hyperthyroidism, 
and had died of other causes. In 6 of the cases, 
the thyroid gland contained a resting colloid 
goiter and in the seventh case microscopic exam- 
ination disclosed a typical picture of an exoph- 
thalmic goiter. 

The second question concerns the changes 
which occur in the thyroid gland after the ad- 
ministration of therapeutic doses of radioiodine. 


-Gorbman has described the acute changes in 


the thyroids of normal mice and has noted 
necrosis of epithelium, edema, and leukocytic 
infiltration. Later there was extensive fibrosis 
with islands of functioning thyroid cells in cases 
in which necrosis was not complete. The calcu- 
lated dose was relatively 40 times that given to 
a human being. Soley, Miller, and Freeman ob- 
served similar changes in rabbits. 

Chapman and his colleagues at Boston have 
carried out some microscopic studies in cases in 
which goiters that had been treated with radio- 
iodine were resected surgically after an interval 
of several years for one reason or another. Their 
photomicrographs, interestingly enough, depict a 
dense network of connective tissue containing 
within its meshes islands of hyperplastic thy- 
roid cells. The obvious deduction to be drawn 
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in these cases is that the iodine acted only on 
the thyroid cells and did nothing to depress the 
pituitary hormonal stimulation which is felt to 
be so important in the pathogenesis of the dis- 
ease. 


Other Pathologic Changes 


Thymus Gland. There is a persistence of hy- 
perplasia of the thymus in 50 per cent of cases 
of fatal thyrotoxicosis. Exophthalmic goiter oc- 
curs in from 5 to 10 per cent of cases of myas- 
thenia gravis, and it is difficult to say that the 
association is one of mere chance. The thesis 
that the lymphoid hyperplasia of the thymus, 
the lymph nodes, and even of the thyroid gland, 
is merely a manifestation of a “Graves constitu- 
tion” has already been elaborated upon. 

Other Ductless Glands. The adrenal glands 
are enlarged, according to some, and animals in 
which thyrotoxicosis has been induced with 
thyrotropic hormone are very sensitive to injec- 
tions of ep:nephrine although no consistent mi- 
croscopic changes are noted. The same may be 
said of the pituitary body even though the pro- 
found importance of its thyrotropic hormone in 
cases of exophthalmic goiter is recognized. There 
are disturbances of calcium and _ phosphorus 
metabolism, but nothing abnormal can be seen 
in the parathyroid glands. No consistent testicu- 
lar or ovarian lesions have been noted. 

Heart. Wilson and other authors have ob- 
served focal myocardial fibrosis especially in 
cases of toxic adenomatous goiter, but there ap- 
pears to be nothing specific in the microscopic 
aspects of the lesions. One is inclined to wonder 
if the changes are not part of the wear and tear 
occasioned by the increased metabolism. 

Liver. In cases of fatal exophthalmic goiter, 
examination of the liver may disclose anything 
from fatty metamorphosis (90 per cent), focal 
necrosis, and even subacute yellow atrophy on 
the one hand to fibrosis and cirrhosis on the 
other. 

The cause of these changes is not well under- 
stood. Mallory expressed the opinion that since 
thyrotoxicosis results in depletion of glycogen 
stores the stage is set for increased susceptibility 
to the action of hepatotoxic agents. Moskowitch 
would explain the entire pathologic picture on 
the basis of altered vascular hemodynamics and 
anoxemia, with the production of a variant of 
cardiac cirrhosis. Others postulate a sort of 


poisoning action by thyroxine. Incidentally, it 
has been observed that pathologic changes sel- 
dom are noted in the liver in cases of thyrotoxi- 
cosis in which laboratory tests reveal a decrease 
in hepatic function. 


Exophthalmos 
Eighty per cent of patients with diffuse 


parenchymatous goiter have some degree of ex- 
ophthalmos. A much smaller percentage of so- 
called toxic adenomas are associated with the 
phenomenon of protruding eyes. Paradoxically 
enough, exophthalmos of a dangerous degree is 
most frequently observed after thyroidectomy at 
a time when the other signs and symptoms are 
receding. The mechanism of the production of 
exophthalmos has been reasonably well under- 
stood, but it was not until the researches of 
Dobyns and other investigators that its true cause 
became apparent. These investigators, working 
with experimental animals and using thyrotropic 
hormone, produced all degrees of exophthalmos 
more readily in thyroidectomized animals than 
in normal controls. It is now agreed rather well 
that it is thyrotropic hormone which is responsi- 
ble for the ophthalmic changes. These briefly 
consist early of edema, polymorphonuclear leu- 
kocytic and lymphocytic infiltration, and fatty 
degeneration of the orbital contents back of the 
globe. Later on, fibroblasts make their appear- 
ance, and the orbital tissues become fibromyxo- 
matous. Lymphocytes may occur in large nests. 
Concomitantly fatty change and lymphocytic in- 
filtration similarly affect striated muscle all over 
the body and the latter possibly accounts for the 
myasthenia. The liver becomes fatty and the 
adrenal glands are the site of central degenera- 
tive changes. 


Adenomatous Goiter 


I shall use the term “adenoma” to refer to an 
encapsulated nodule within the thyroid gland, 
which differs microscopically from the surround- 
ing tissue by containing large or small areas of 
tissue resembling the fetal thyroid gland. To 
claim, as do some authors, that there is no such 
entity is to deny to the thyroid a pathologic 
change which occurs in all the other ductless 
glands, to say nothing of the liver, the kidney, 
the prostate, the breast, and so forth. To claim 
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that clinical hyperfunction cannot result from 
adenomas, to me, seems equally absurd. Some 
authors, however, claim that all so-called toxic 
adenomas are exophthalmic goiters with pseudo- 
encapsulated areas of involution. Others, like 
Means, concede that only solitary adenomas may 
hyperfunction and that, as a result, there is 
secondary atrophy of all surrounding tissue. Still 
others, and I think the majority, feel that multi- 
ple adenomas can hyperfunction simultaneously 
and that toxic adenoma is as different patho- 
logically from exophthalmic goiter as it is clin- 
ically. In our experience at the Mayo Clinic, 
solitary hyperfunctioning adenomas are relatively 
rare, but toxic goiters with multiple nodules are 
about half as common as their nontoxic brethren. 

In our study of exophthalmic goiter we have 
seen that the presence of tall epithelium, papil- 
lary projections, thin colloid, and the presence 
of lymphocytes were useful criteria for measur- 
ing “toxicity,” microscopically so to speak. What 
do we find when we apply these yardsticks to 
adenomas of the thyroid? Studies by Wilson at 
the clinic showed good correlation in the early 
days before iodine complicated the picture. More 
recently, Johnson examined a comparable series 
of goiters without any recourse to the clinical 
history. He found toxic changes in 20 per cent 
of the nontoxic adenomas as compared to 40 
per cent for-the toxic adenomas. The higher the 
basal metabolic rate, the greater was the differ- 
ence. More recently, Weyrens found even less 
difference in the microscopic picture of toxic 
and nontoxic adenomas, but he discovered that 
there was twice as much adenomatous tissue in 
the toxic adenomas. In cases of toxic adenoma in 
which the patients had been treated with com- 
pound solution of iodine, the epithelium was 
flatter than it was in cases in which this drug 
had not been administered. I have purposely 
cited our experience in the clinic to show you 
how in one institution there can be wide differ- 
ences of opinion as to what a pathologist can or 
cannot see in a toxic adenomatous goiter. Other 
authors share these differences of opinion. 

The uptake of radioiodine has recently been 
employed as a measuring stick on the assump- 
tion that high degrees of uptake signify hyper- 
function. Dobyns, of Boston, who used this 
method, would seem to have made a case for 
toxic adenoma while Robinson, working in my 
laboratory, found that the nodules of nontoxic 
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adenomas often take up large quantities of radio- 
iodine. 

I personally feel that the microscopic criteria 
for hyperfunction of thyroid cells are as valid 
for the adenoma as they are for the diffusely 
hyperplastic gland. However, the effect of this 
hyperplasia within an adenoma may be neutral- 
ized by involutionary changes in other parts of 
the nodules and as a result of various degenera- 
tive phenomena such as granular, hyaline, cal- 
careous, fatty, and cystic changes. That is why, 
in my opinion, it takes twice as much bulk of 
adenomatous gland to tip the metabolic scales 
to produce signs and symptoms of hyperfunc- 
tion. In nontoxic adenoma the balance is that 
seen in a normal thyroid. In the goiters pro- 
duced by iodine deficiency there is a negative 
balance and the patient has hypothyroidism. 


Thyroiditis 


Is thyroiditis ever productive of thyrotoxicosis? 
Robson and Arata are among investigators who 
feel that it is, and they cited two cases to sup- 
port their opinion. Both patients had thyrotoxi- 
cosis and biopsy of the thyroid gland was per- 
formed repeatedly in both ‘cases. 

In one case, the condition progressed to typical 
Hashimoto's disease; in the other case it pro- 
gressed to Riedel’s struma. They felt, as did 
Warthin, that the “Graves constitution” in its 
natural process of evolution could proceed di- 
rectly to lymphadenoid changes in the thyroid 
or cause the manifestations of exophthalmic 
goiter along the way. Similarly, they related 
Riedel’s struma to toxic adenoma and cited the 
work of Crile who found adenomas in the cen- 
ters of the nodules of Riedel’s struma. 

In a large series of cases of thyroiditis, we 
were unable to elicit any history of antecedent 
thyrotoxicosis except in a small percentage of 
the cases. Other investigators have had a similar 
experience. 


Other Causes of Hyperfunction 


Ovarian goiter causes hyperfunction in from 
5 to 10 per cent of cases, and often independ- 
ently of any change in the thyroid tissue in the 
neck. In this regard, it resembles the so-called 
toxic adenomas rather than exophthalmic goiter. 
If the hyperthyroidism were pituitary induced, 
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cervical as well as the ovarian thyroid tissue 
would be hyperplastic. Such is not often the 
case. 

Metastasizing thyroid carcinomas act in a hy- 
perfunctioning capacity. The metabolic rate 
drops following removal of a “functioning” meta- 
static lesion and rises on the reappearance of 
new foci. Even in the more undifferentiated 
forms of thyroid cancer, the cells may be in- 
duced to function physiologically by removing 


the primary growth and enough of the remain- 


_ ing gland to create a condition of iodine hunger. 


A similar effect can be produced by saturation 
with a goitrogenic drug and then withdrawal of 
same. Under these circumstances, radioiodine 
may be taken up in large quantities by the carci- 
noma cells. Rawson and Dobyns produced simi- 
lar effects by stimulation with thyrotropic hor- 
mone. This is the most recent of the many amaz- 
ing recent discoveries in thyroid pathology. 


Tue 1950 MEETING of the American Society for 
Clinical Investigation was held in Atlantic City 
May 1. 

A number of interesting developments were 
reported. Among them: 


How Common Are Avitaminoses? 

For years in this country most dietitians have 
behaved toward their patients as if all of them 
were one short jump ahead of a serious avita- 
minosis, and this in spite of the fact that all but 
a very few of the dietitians never saw a case of 
beriberi, pellagra, or scurvy. 

For awhile it was popular to say that the neu- 
ritis seen occasionally in the cases of chronic 
alcoholics was all due to a lack of vitamin B in 
the usually scanty and poorly chosen diet of these 
men. Later, several studies discredited this idea. 

At the Clinical Investigation meeting, W. F. 
Figueroa, F. Sargent II, and R. M. Kark re- 
ported a search for cases of avitaminosis among 
16,000 alcoholic inmates of Bridewell and 451 
newly admitted alcoholics. Out of all these the 
worst 24 cases were chosen for careful bicchem- 
ical studies. The patients were all hard drinkers 
who were grossly underweight. Two had pel- 
lagra, one had beriberi, three had ariboflavinosis, 
one had Wernicke’s encephalopathy, and seven 
had a_ possible nutritional polyneuropathy. 
Strangely, the hemoglobin reading averaged 15.3 
Gm., and the total serum protein 6.9 Gm. per 
100 ml. The values for urinary thiamine and 
riboflavin were within the normal range! 

The authors stated that alcoholic pellagra dis- 
appeared from Cook County Hospital in Chicago 
in 1942 when niacin was added to bread. They 
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concluded that “primary avitaminoses are un- 
common among the population of the United 
States.” 


Hepatitis in Small Children 


OccasiIoNaLLy when confronted with a case of 
cirrhosis of the liver in a nonalcoholic patient, 
the physician will wonder if the fact that the 
person cannot remember any acute episode of 
hepatitis is due to the fact that he or she suf- 
fered from the disease in infancy or childhood. 

This seems more probable now; Richard 
Capps, A. M. Bennett, and Joseph Stokes, Jr., 
told of a remarkable epidemic of infectious hepa- 
titis observed in an orphanage for infants and 
children under two years of age. During the 
course of seven years, 71 nurses, a resident, and 
an adult female patient had come down with 
hepatitis. 

On searching for the reservoir of the virus, the 
doctors found that about a third of the infants 
had many signs of liver injury; none, however, 
had jaundice. On one occasion when a new 
group of student nurses were brought onto the 
floor, seven promptly developed hepatitis with 
jaundice. When efforts were made to avoid in- 
fection from diapers, the epidemic among the 
nurses ceased. 


A New Diuretic 


A. A. Karrus and E. V. Newman reported strik- 
ing results obtained with a newly synthesized 
diuretic, 1 Ethyl 3r Propyl 4 Amino-Uracil. If 
the early observations are confirmed, the drug 
should be better than any diuretic now avail- 
able. In one case the patient quickly lost 30 
pounds of edema. 
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Gastrointestinal Hemorrhage 


BY T. GRIER MILLER, M.D. 


Professor of Medicine, University of Pennsylvania, Philadelphia 


Proper management of massive hemorrhage from the digestive tract depends 

on the nature and location of the causative lesion. Often definitive 

diagnostic procedures must be delayed because of risk to the patient's life. 

Therefore, a knowledge of the relative incidence of the affections and of their clinical 
manifestations is of great value and justifies tentative therapeutic efforts. 


BLEEDING FROM the digestive tract is a common 
occurrence and routinely demands investigation. 
Usually, it also requires treatment. Irrespective 
of the amount of blood lost, its recognition in 
vomitus or feces always has serious connotations. 
The degree of the hemorrhage may be such as 
in itself to constitute an emergency, or the bleed- 
ing may be significant only because of the na- 
ture of the lesion that produces it. Even when 
small in amount and recognizable only by chem- 
ical means, bleeding from the alimentary system 
may be of diagnostic importance, but for this 
presentation we shall consider only gross hemor- 
thage, such as is implied by the terms “hema- 
temesis” and “melena.” 

Hematemesis most often results from ulcera- 
tion of the stomach or duodenum. It is depend- 
ent on such a lesion in 60 to 75 per cent of 
cases. The vomiting of blood also may occur on 
the basis of carcinoma of the stomach or of a 
ruptured esophageal or gastric varix; less fre- 
quently of a carcinoma of the esophagus, a hiatus 
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hernia, some type of gastritis, a gastric polyp, a 
gastrojejunal ulcer, or a blood dyscrasia. Indeed 
sometimes, after the most meticulous study, no 
causative lesion can be identified. 

Melena, by which is meant grossly bloody 
stools, may result from any of the lesions already 
mentioned; also, from lesions of the small or 
large intestine or of the rectum or anus. It usual- 
ly is not observed unless 75 or more cc. of blood 
have escaped into the bowel. When the fecal 
blood is bright red, it ordinarily has entered the 
bowel at or below the cecum. It may have come 
from some benign lesion such as a hemorrhoid 
or an intestinal or rectal polyp, but one must 
always think of the possibility of a more serious 
affection: inflammatory or neoplastic. If the pas- 
sage of the blood through the bowel has been 
unduly rapid, within 5 to 8 hours, its color in 
the feces may be red, though the origin of the 
bleeding is high in the digestive tract, even from 
the stomach or duodenum. If indeed the patient 
has at the same time vomited blood, one may be 
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reasonably certain that the lesion is above. the 
mid-duodenum. 

Hilsman of our Clinic found that when 200 
ce. of citrated blood were instilled into the duo- 
denum or jejunum of nonbleeding subjects, the 
stools were black in those who had a transporta- 
tion time of 14 to 29 hours, but bright red in 
those who had a transportation time of 5 and 8 
hours. As the blood was instilled at lower levels, 
the color continued to vary with the time re- 
quired for its evacuation. Thus, irrespective of 
the color of blood in the stools, one must think 
of gastric and small intestinal lesions as well as 
of those of the colon and rectum. 

Such general considerations as these do not 
lead to a diagnosis of the nature of the bleeding 
lesion or even of its location. An exact diagnosis 
often is not possible until the bleeding has 
stopped and sometimes an exact diagnosis can 
never be established. 

Knowledge of the incidence of the various af- 
fections and of their common clinical manifesta- 
tions is important, however, because it some- 
times serves at once to direct investigative efforts 
along rational lines, to prevent meddlesome and 
even harmful diagnostic and therapeutic pro- 
cedures, and occasionally to provide a basis for 
immediate and effective therapy. Thus, when, 
on the basis of such general observations, a 
peptic ulcer is suspected, gastric intubation, im- 
mediate roentgen study and, in my opinion at 
least, the use of opiates are contraindicated; on 
the other hand, complete rest, sedation by other 
means, and frequent feedings are clearly in 
order. 

Likewise, if a malignant lesion of the colon is 
suspected, a barium meal must be avoided be- 
cause of the possibility of an impaction of the 
barium above the lesion, whereas the activities 
involved in prompt digital and endoscopic inves- 
tigations of the rectum and in a barium enema 
usually are justified. 

The particular studies indicated for the 
eventual establishment of the diagnosis in any 
of these various affections demand no special 
consideration at this time. They are well under- 
stood and of a more or less routine nature. 

The more important point is to think of the 
possible or probable causative lesions and to man- 
age the patient, including the selection and tim- 
ing of the diagnostic procedures, in such fashion 
as not to interfere with his favorable progress. 


Peptic Ulcer 


First among the specific lesions that produce 
hemorrhage from the digestive tract, let us dis- 
cuss the most common one, peptic ulcer. The 
diagnosis usually can be made on the history or 
on previous investigations, but occasionally the 
bleeding is the first indication of the disease. 
Not infrequently the initial manifestations of 
the hemorrhage are faintness, sweating, syn- 
cope, and collapse. Hematemesis may promptly 
ensue and suggest the probable immediate cause 
of these symptoms, or a bleeding lesion may not 
be suspected until tarry stools appear. Even then, 
the exact diagnosis may be in doubt, though, in 
the absence of phenomena suggestive of portal 
hypertension and of a blood dyscrasia, peptic 
ulcer should be regarded as probable and the 
immediate therapy planned accordingly. 

Until about 1935, the treatment for bleeding 
peptic ulcer was fairly standardized. It consisted 
of immobilization, sedation with opiates, and 
starvation until the hemorrhage had stopped or 
the patient had died. Surgery was rarely in- 
voked, and then only when the situation ob- 
viously was desperate. Under such circum- 
stances, it is not surprising that fully one-third 
of the operated patients died. Even up to 1938, 
Elsom and I found the surgical mortality in 
various clinics to average almost 30 per cent. 
Meantime Finsterer, in 1935, advocated imme- 
diate surgical interference in every case of bleed- 
ing ulcer and reported a mortality in his own 
series of only 5.9 per cent. He, of course, in- 
cluded many cases that would have cleared up 
on a conservative basis; some of them probably 
were included in the number that he lost. 

Elsom and I, as a matter of fact, found that 
of more than 5,000 cases reported as having 
been treated on the immobilization and starva- 
tion program, 9.1 per cent had died. Meantime 
Lenhartz in 1906, Spriggs in 1909, and Andresen 
in 1927 independently had advocated feeding 
of these patients immediately on their admission 
to the hospital, whether still bleeding or not. 
Little or no attention was given this proposal 
until Meuhlengracht, in 1933, reported on a 
series, so treated, with a mortality of only 1.8 
per cent. By 1945 I was able to find records of 
2,692 patients treated in that fashion and with 
a mortality from exsanguination of only 1.9 per 
cent. Furthermore, Meuhlengracht himself has 
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more recently reported on a personal series of 
1,031 bleeding peptic ulcers with a total or gross 
hospital mortality of only 2.5 per cent and a net 
mortality of only 1.5 per cent. These series, 
however, included some cases in which the 
bleeding had not been severe, and on that basis 
some authors have been inclined to disregard 
the reported results. Eliminating all the cases in 
our own personal series of 151 with a hemo- 
globin over 50 per cent, the net mortality, that 
from exsanguination, for the remaining 72 pa- 
tients was still only 2.9 per cent. It is true that 
5 other patients among the 72 died, this giving 
a gross mortality of 9.7 per cent, but one had 
perforated, one was moribund on admission, two 
were uncooperative and had refused the feed- 
ings, and the fifth died after operation, the 
vessel being found occluded. 

Meuhlengracht makes the following points in 
favor of the prompt feeding program, with all 
of which I personally agree: it simplifies the 
management; prevents the discomfort of immo- 
bilization, hunger, and thirst; hastens recovery 
from shock; tends to lessen blood loss; and de- 
creases the mortality. I would add that it also 
markedly improves the morale of the patient. 


Surgery 


Meantime the surgeons have developed greater 
interest in these cases and have been subjecting 
a larger number of them to operation. Welch, 
of the Massachusetts General Hospital, however, 
who included in his series only patients with 
massive hemorrhage and who operated on only 
a selected group of them, had an over-all mor- 
tality of 13 per cent for a ten-year period. 
Stewart, who operated all of his cases with mas- 
sive hemorrhage, had a 15 per cent mortality. 
Other surgeons report equally high or higher 
mortality figures, and yet, even though an occa- 
sional patient dies on a medical program, opera- 
tion is still advocated in certain clinics. 

Welch, in an attempt to pick out for surgery 
the otherwise fatal cases, has stated the following 
criteria for operation: continued bleeding after 
the administration of 2,500 cc. of blood in a 
person over 50 years of age or recurrence of 
bleeding within 3 days of its original cessation. 
Baker believes that, contrary to general opinion, 
secondary hemorrhage is less often fatal than the 
original one. Palmer has made the same state- 
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ment. That also is our own impression, inas- 
much as we have had a number of patients bleed 
repeatedly and finally recover while continu- 
ously on the feeding program. 


Prompt Feeding Program 


In the past I have taken the position that the 
patient with a bleeding ulcer, irrespective of his 
age and with a lesion otherwise uncomplicated, 
has his best chance of survival on the prompt 
feeding program. This regimen, of course, in- 
cludes all other measures required for the con- 
trol of shock, especially transfusions, the free 
use of the barbiturates for restlessness, and the 
avoidance of physical and mental strain of every 
sort. With this stand the surgeons generally and 
many internists, including many gastroenterolo- 
gists, do not agree. Even Meuhlengracht now 
implies that in the future he may regard some 
patients over 40 years of age and with persistent 
or repeated hemorrhage, in spite of prompt feed- 
ing and adequate transfusions, as suitable for 
surgery. I can agree to that only in those patients 
who refuse to cooperate in the feeding program 
or have some complication other than the hemor- 
thage itself. 

I readily admit that with a better understand- 
ing of the clinical disturbances incident to 
hemorrhage and greater ability to measure and 
control blood volume, plasma proteins, and elec- 
trolyte balances, with improved anesthesia and 
with the newer operative techniques, one does 
feel more hopeful of satisfactory results from 


’ surgery. But in spite of that, so long as the mor- 


tality on the feeding program, exclusive of that 
incident to perforation, cardiac, and pulmonary 
complications and to neglect in prompt hospitali- 
zation, amounts to only 1.5 to 2 per cent, and 
so long as the mortality after surgery amounts 
to 10 to 15 per cent, I find it difficult to alter 
my viewpoint. 

While it is true that the surgeon usually 
operates only on the more severe bleeding cases, 
it is also true that he, too, like those of us who 
favor the feeding program, eliminates those who 
are moribund from shock or have other very 
severe complicating disease. Stewart alone, so 
far as I know, reports a result from routine op- 
eration in massively bleeding cases that compares 
favorably with the results from the feeding 
regimen (3.5 per cent). His experience, how- 
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ever, was on a very small and recent series of 
cases, 33, whereas prior to 1948 his own mor- 
tality for similar patients was 15 per cent. When 
the average surgeon can approach such a result 
I shall gladly alter my opinion as to the prefera- 
ble way to handle these patients. 


Other Lesions that Cause Hematemesis 


The other lesions that sometimes cause mas- 
sive hematemesis, such as a ruptured esophageal 
or gastric varix, a benign or malignant tumor 
of the stomach, gastritis, a hiatus hernia, and a 
blood dyscrasia, can sometimes be diagnosed on 
the basis of the history and a physical examina- 
tion; again, only after roentgenologic, gastro- 
scopic, and other investigations; occasionally, not 
at all, in spite of the most intensive study. 
Meantime the immediate management usually 
involves only bed rest, sedatives, and transfu- 
sions; prompt feeding is not so clearly indicated 
as in the patients with known peptic ulcer, but 
it should be inaugurated as soon as practicable 
in order to maintain nutrition, combat shock, 
and preserve morale. 

The mortality from massive hematemesis, in- 
cluding that due to ulcer, is commonly regarded 
as greater than that from ulcer alone. This is 
due in the main to a high mortality from rup- 
tured varices. Costello, in a miscellaneous group 
of 300 patients with massive hemorrhage from 
the stomach, had a mortality of 25 per cent. He 
attributed this to inadequate blood replacement 
rather than to uncontrolled bleeding. He based 
this opinion on the observation at autopsy of 
partial or complete occlusion of the bleeding 
vessel in the 75 who died and had received little 
blood, whereas, in a parallel series of 73 pa- 
tients, who were freely transfused, only 4 died. 

Hodes and Edeiken have recently reviewed 
the causes of small intestinal hemorrhage. They 
refer especially to diverticula, Meckel’s and non- 
meckelian, jejunal and ileal ulcers, tuberculous 
and nontuberculous enteritis and sarcoid, as well 
as the benign and malignant tumors. One should 
also include in this group typhoid fever and the 
dysenteries. 

The diagnosis of these affections is always 
difficult. Indeed, it frequently is impossible even 
to determine that blood, demonstrable in the 
feces, is coming from the small bowel. Usually 
it is black, but, depending on intestinal motility, 


it may be bright red or an intermediate color. 
It would be helpful diagnostically if one could 
eliminate, on the one hand, a lesion of the 
esophagus, stomach or duodenum and, on the 
other hand, one of the colon or rectum. Such a 
negative diagnosis, however, is impossible since 
even in many instances of known bleeding from 
the stomach or colon one cannot demonstrate the 
causative lesion. 

In some patients, however, a small intestinal 
lesion, such as a polyp, can be identified by 
roentgenologic investigation. Furthermore, by in- 
testinal intubation one may at times identify the 
exact site of the bleeding and occasionally, by a 
local injection of barium, determine its nature. 

The therapy in these cases of small intestinal 
hemorrhage depends on one’s suspicion as to the 
nature of the lesion. If it is presumably a polyp, 
or indeed any type of a benign or malignant 
tumor, the indication ultimately is its removal. 
Meantime for the hemorrhage itself one usually 
can only keep the patient at rest, give sedatives, 
and avoid the ingestion of food so as to main- 
tain as quiet a small bowel as possible. If the 
hemorrhage persists in spite of such manage- 
ment it occasionally becomes necessary to explore 
the abdomen, even when the diagnosis has not 
been certainly determined. Our failure to do this 
in one case led to the man’s death from exsan- 
guination on the basis of a small leiomyosarcoma 
that could easily have been resected. 


Lesions of the Colon 


Bleeding from the lower bowel, excluding the 
anus, is most often due to carcinoma. It also 
frequently results from a benign tumor, especial- 
ly a polypoid one, or from some inflammatory 
lesion, such as diverticulitis or ulcerative colitis. 
The diagnosis of a malignant lesion can be 
made, or at least suggested, in fully one-half the 
cases by a digital examination of the rectum; in 
three-fourths, by adding a proctosigmoidoscopic 
examination, and in most of the remaining in- 
stances by a barium enema. Usually also such 
investigations will reveal a polyp or other be- 
nign lesion, including ulcerative colitis. Further- 
more, in the instance of colitis, the fecal dis- 
charges ordinarily contain, in addition to the 
blood, mucus and pus cell. Where bacillary 
dysentery and amebic infestation are common, 
those affections frequently produce melena. 
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Ordinarily the bleeding from such colonic le- 
sions is not of such ‘severity as to necessitate 
prompt surgical therapy. In all instances, how- 
ever, it demands thorough investigation, to be 
abandoned only when a definite diagnosis has 
been established. When a tumor, either benign 
or malignant, is demonstrated, it should be re- 
moved as soon as the patient’s condition war- 
rants operation. For the inflammatory lesions, 
either diverticulitis or colitis; medical therapy 
must first be given a thorough trial. 

Meanwhile the immediate therapy for any 
type of colon hemorrhage depends on the degree 
of the blood loss. It may be so slight as to re- 
quire no treatment or so severe as to produce 
shock. Not infrequently one or more transfu- 
sions are required, and sometimes oral feedings 
must be withheld until the motility of the bowel 
is brought under control. During such a period 
intravenous glucose and amino-acid solutions 
may be administered. 


Summary 


Thus massive hemorrhage from the digestive 
tract may occur on the basis of many disease 
processes. Proper management depends on the 
location and nature of the causative lesion. Con- 
sequently special and definitive diagnostic pro- 
cedures are indicated. Often, however, these 
must be delayed because of risk to the patient's 
life. Under such circumstances a knowledge of 
the relative incidence of the affections and of 
their common clinical manifestations is of great 
value and justifies tentative therapeutic efforts. 
In any event, rest, sedation and, for those mark- 
edly exsanguinated, whole blood transfusions are 
indicated. For those with demonstrated or prob- 
able peptic ulcer, we also believe that prompt 
and frequent feedings are clearly in order. 


An extensive bibliography accompanying this arti- 
cle is available upon request from the Editorial 
Office of GP. 


Meckel's Dinerticulum 


G. P. Scuwer anp A. S. Jackson (1949) reported operating on 39 cases of Meckel’s diver- 
ticulum during the course of 33 years. In 22 of these cases the diverticulum showed disease. In 
il, this change was inflammatory, and in 7 it was acute and the segment of bowel was gangren- 
ous. In three cases there was perforation and peritonitis. In 6 of the cases there was peptic ul- 
ceration in the diverticulum. The presenting symptom was abdominal pain. 


Changes. hat we Glen Rrerersible 


W. L. Vorectiin, W. R. Broz, W. E. Ruprer anp M. M. Rosinson (1949) studied a series 
of patients treated in a private hospital for alcoholism. Their impression was that alcohol does 
not prédispose to the development of any progressive degenerative disease of the liver such as 
portal cirrhosis. Apparently the injury to the liver which comes in some cases of dipsomania is 
reversible, and tends to clear up during the periods in which the man is “on the wagon.” The 
impression of the writers was that complications such as delirium tremens or changes in the 
tolerance to alcohol or the response to it are not dependent on the amount of injury to the liver. 
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THE CURRENT DIGITOXIN CONTROVERSY 


BY CHARLES H. SCHEIFLEY, 
The Mayo Clinic, Rochester, Minnesota 


M. D. 


THE DEVELOPMENT of purified cardiac glycosides, 
the active principles of digitalis, has been a dis- 
tinct step forward in the treatment of diseases 
of the heart. It has, however, resulted in consid- 
erable confusion as to which preparation of digi- 
talis should be considered the one of choice. 
This situation is understandable when it is 
pointed out that men who are prominent in the 
field of cardiology and outstanding for their 
work on digitalis have shown a marked variance 
of opinion regarding the product which they be- 
lieve to be most suitable for routine use. One 
group champions digitoxin; another group con- 
demns digitoxin and champions digoxin, and 
finally, a third group likewise rejects digitoxin 
but considers whole-leaf preparations the most 
satisfactory form of digitalis. 

Statements such as these may make the prac- 
ticing physician doubtful about the digitalis 
preparation which he uses, especially since the 
varying opinions have been made by men who 
are leaders in their field. 

Digitoxin, or its precursors, appears to be the 
chief acting principle of the whole-leaf prepara- 
tions. Although first used in Europe in 1869 
by Nativelle under the name of “digitaline 
crystallisée,” it was not of uniform potency or 
chemically pure. These deficiencies have since 
been corrected and digitoxin has been used ex- 
tensively in this country in recent years. 

Digoxin is one of the cardiac glycosides de- 
rived from Digitalis lanata, and does not have a 
chemical counterpart in the purpurea species. It 
is obtained by the hydrolysis of lanatoside C or 
Cedilanid. It closely resembles Cedilanid in its 


pharmacologic features. The accompanying fig- 
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Digilanid A Digilenid B Digilanid C 


(Cedilanid) 
Digitoxin Gitoxin Digoxin 
Digitoxigenia Gitoxigenin Digoxigenin 
Digitoxia Gitoxin 


Purpureaglycoside A  Purpureaglycoside B Gitalin 


Digitalis 
lea 


Cardiac glycosides derived from 
chemical breakdown of digitalis leaf. 


ure is a simplified representation of the derivation 
of the cardiac glycosides from the two-plant spe- 
cies of the genus Digitalis. 

The characteristics of whole-leaf preparations 
of digitalis are well known and will be men- 
tioned only briefly. The whole-leaf preparations 
have the historic disadvantage of showing con- 
siderable variability in their therapeutic potency 
in different samples. Gold has pointed out that 
the content of digitoxin, for example, from differ- 
ent lots of whole leaf may vary as much as 600 
per cent. And the degree of toxicity in the cat 
and frog is not always an accurate measurement 
of the therapeutic activity. For these reasons, for 
many years there has been a search for a digitalis 
product of uniform potency in which biologic 
standardization would be unnecessary. These 
features constitute the most outstanding advan- 
tages of the purified glycosides over other digi- 
talis preparations. 

Stewart and Newman, and DeGraff, Batter- 
man, and Rose have expressed their disapproval 
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of digitoxin for routine use in the treatment of 
heart disease. They have pointed out the disad- 
vantages of digitoxin but at the same time have 
shown considerable concern regarding state- 
ments about this drug. It is my impression that 
at least a part of the disrepute which may have 
overtaken digitoxin is due as much to the criti- 
cism which has been directed at Gold’s recom- 
mendations for use of the drug as to any inher- 
ent defect in the drug itself. Gold frequently 
stated that the “average digitalizing dose” of 
digitoxin is 1.2 mg. and the “average mainte- 
nance dose” is 0.2 mg. It should be said that he 
mentioned and sometimes emphasized the fact 
that there are large variations in the individual’s 
susceptibility to digitoxin just as there are to any 
other form of digitalis. 

After Gold’s publications, the practicing physi- 
cian began to receive considerable literature in 
which these same dosages were presented with 
little or no discussion of the great variability 
which might exist from patient to patient. Thus 
the idea became rather widespread that 1.2 mg. 
of digitoxin actually was the digitalizing dose 
and that 0.2 mg. was the maintenance dose, al- 
though this certainly was not what Gold had in- 
tended. Because of these directions for the use 
of digitoxin, many patients were overdigitalized 
since often this maintenance dose was too large, 
while many other persons were poorly digitalized 
by the induction dose which often was too 
small. Stewart and Newman, and DeGraff and 
co-workers were quick to point this out. Al- 
though Gold considered 1.2 mg. of digitoxin as 
the “average digitalizing dose,” he did not men- 
tion the percentage of patients who would be 
adequately digitalized by this amount. He has 
indicated recently, however, that in 57 cases, 
about 50 per cent of the patients were ade- 
quately digitalized by this dose. Failure to digi- 
talize more patients than this by a single dose, 
however, should not be interpreted as a condem- 
nation of digitoxin itself, especially since Batter- 
man and DeGraff could not find a mainte- 
nance dose of either digitoxin, digoxin, or Cedi- 
lanid which would “well maintain” more than 
50 per cent of the patients in their test cases. 

Stewart and Newman, and DeGraff and his 
associates agreed that the average digitalizing 
dose is closer to 2 mg. of digitoxin and the aver- 
age maintenance dose closer to 0.15 mg. Al- 
though knowledge of what is the average dose is 


a necessary tool for the clinical use of digitalis, 
the physician must realize that each patient may 
vary in his response and, therefore, the dosage 
must be individualized. 

Variables such as size of the patient, advanced 
age, degree of cardiac hypertrophy, nature of 
the underlying disease process, and general de- 
bility of the patient must be taken into consid- 
eration when digitoxin is used, just as when any 
other form of digitalis is used. Because of these 
variations, it it inevitable that in sore cases 
rather marked toxicity will develop if any 
single dose of digitalization is always used. It 
seems wise to make the initial dose approxi- 
mately two-thirds or three-fourths of the ex- 
pected total or average digitalizing dose. In six, 
twelve, or twenty-four hours, depending upon 
the urgency of the case, the remainder of the 
dose may be given in a single dose or in divided 
doses. 

Another plan is to use the initial dose as men- 
tioned and follow it with doses of 0.4 to 0.6 mg. 
at intervals of twelve to twenty-four hours. This 
may be continued until the desired effect is ob- 
tained or until early toxic symptoms supervene. 
The program of digitalization, however, must 
not be rigid since each patient may present a 
different problem. 

The chief criticism of digitoxin has resulted 
from the duration of toxic symptoms once an 
overdose has been given. Experimental and clin- 
ical evidence is ample to indicate that digitoxin 
is the most slowly dissipated of any of the car- 
diac glycosides, and there is no doubt that toxic 
symptoms last longer when they are the result 
of relatively slow-acting preparations such as 
digitoxin and whole-leaf products. In general, 
preparations which are rapid in their onset of 
action, such as lanatoside C, digoxin, and stro- 
phanthin, are rapidly dissipated, and toxicity is 
of short duration. Conversely, the slow-acting 
preparations, such as digitoxin and whole-leaf 
digitalis, disappear more slowly from the body, 
and toxic symptoms, once induced, are slower to 
disappear. Mainly because of the persistent tox- 
icity of digitoxin, Stewart and Newman reject 
digitoxin and prefer the whole-leaf preparations, 
and DeGraff, Batterman, and Rose prefer digoxin. 

Actually, the slow excretion of digitoxin is 
an advantage, since patients can be well main- 
tained for long periods with this drug, even if an 


occasional daily dose is forgotten. Duration of 
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Charles H. Schiefley, M.D., attended college and medical school at the University 
of Minnesota. While a freshman medical student, he wrote an article on trichinosis 
which was published in the Journal of the American Medical Association. After an 
internship at Robert Packer Hospital in Sayre, Pennsylvania, Doctor Schiefley was 
in 1938 awarded a three-year Fellowship in Medicine at Mayo Foundation and has 
been associated with Mayo Clinic ever since, with time out for Army service. In his 
spare time he mans an amateur radio station and experiments with sound reproduc- 


action also has long been cited as an advantage 
of digitalis-leaf preparations, and the two sub- 
stances closely resemble each other in this re- 
spect. This is emphasized by the fact that digi- 
toxin appears to be the main active glycoside in 
the whole-leaf preparations. 

It should be mentioned, finally, that the dura- 
tion of toxic symptoms, in the case of digitoxin 
versus other digitalis preparations, is not always 
easy to evaluate. Duration of toxicity is, in part, 
a basic pharmacologic function of the drug un- 
der consideration. It also is related to the degree 
of overdigitalization. Thus, a patient severely 
poisoned by a large overdose of any digitalis 
preparation will show a longer persistence of 
symptoms than a patient whose dosage has been 
pushed only to the point of minor toxicity. This 
factor of the degree of overdigitalization is dif- 
ficult to evaluate when the duration of toxicity 
of digitoxin is compared with that of other prep- 
arations, especially digitalis leaf. 

In my experience with digitoxin, toxicity has 
not been any more of a problem in a well-super- 
vised program than it was with the old whole- 
leaf preparations. It is my impression and that of 
my colleagues at the Mayo Clinic that it is a 
satisfactory preparation for routine use. 

Batterman and DeGraff believed that digoxin 
is the most nearly ideal digitalis preparation. 
Prolonged toxicity does not accompany its use; 
toxic symptoms disappear in one to two days or 
less. Digoxin shows a rapid onset of action and 
is rapidly excreted. Schwab and Freedberg and 
Zoll pointed out that the rapidity of excretion 
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makes maintenance of digitalization difficult, 
and they regarded the rapid dissipation of the 
drug within the body as a serious disadvantage. 
To further illustrate this, Rose, Batterman, and 
DeGraff indicated that, for the purpose of main- 
tenance, the daily dose should not be divided 
but should be given as a single dose, otherwise 
rapid excretion of the drug resulted in inade- 
quate maintenance. 

Obviously the factor of rapid dissipation of the 
toxicity represents an important advantage of 
digoxin over both digitalis-leaf preparations and 
digitoxin. This advantage is in part offset by 
the resultant difficulty in maintaining digitaliza- 
tion. Many physicians have apparently had suc- 
cessful results with the use of this glycoside and 
it has been employed rather extensively in Eng- 
land during the past few years. 

It follows that no single preparation of dig- 
italis can be considered the “drug of choice.” 
On the other hand, the whole-leaf preparations, 
digitoxin, or digoxin may each be considered as 
a satisfactory product for the initiation and main- 
tenance of digitalization. Each has its advan- 
tages and disadvantages. 

If William Withering, with his crude in- 
fusions of foxglove, was able to obtain satisfac- 
tory results, the modern physician with the ex- 
cellent preparations of digitalis available to him 
is indeed in a position to be of outstanding serv- 
ice to the patient with heart disease. 


An extensive bibliography accompanying this article 
is available upon request from the Editorial Office of GP. 


THERAPEUTIC HINTS 


New Urinary Antiseptics 


Accorpinc To BrickHouse, et al (1949), Gan- 
trisin, a new sulfonamide, has a number of 
advantages. It rarely irritates the kidneys or pro- 
duces crystalluria. In only one case did it pro- 
duce gross hematuria. In only a few was there 
nausea, dermatitis, or fever. 

Grayson, Carroll, et al (1950), reported that 
the drug will clear up infection with Proteus 
organisms. It is effective against Escherichia 
coli, Alkaligenes, and occasionally against 
Pseudomonas and Streptococcus faecalis. It is of 
no use in infections with Aerobacter aerogenes. 

It is given in doses of 2 Gm. orally every 6 
hours, or it can be injected intramuscularly in 
a 40 per cent solution. It has the great advan- 
tages of high solubility, and very little local or 
general toxicity. 

Edward Cook said that at the Mayo Clinic 
the experience with the drug has been good. In 
only one case did the patient react badly, with 
a flareup of a dermatitis that was already present 
and due to another sulfonamide. 

According to E. J. Pulaski and M. C. Rosen- 
berg (1949), Polymyxin is an important new 
urinary antiseptic because it can quickly get rid 
of the sometimes very troublesome Pseudomonas 
organism. It is effective also against Coli aero- 
genes. Proteus strains are resistant. 

As one might expect, these new drugs, like 
all the old ones, do not work well when a stone 
or some obstructive lesion or a dilated kidney 
pelvis is present. 


Avoiding Nausea Following Aureomycin 


C. P. Lamar (1949) reported giving Drama- 
mine in a dosage of 100 mg. about an hour be- 
fore giving aureomycin. This usually combatted 
nausea and enabled the patient to take full 
doses of the drug. Unfortunately, the Drama- 
mine can cause somnolence ‘and giddiness, and 
its dosage may have to be cut to 50 mg. 

M. H. Seifert. et al (1950), noted that one 
of their patients discovered that the eating of 
cottage cheese would relieve the nausea and 
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vomiting that followed the taking of aureo- 
mycin. This might be given a trial. 

After taking aureomycin some patients get 
diarrhea, others burning in the rectum, and some 
get a soreness and itching in the scrotum. The 
tongue may get sore or a generalized urticaria 
may appear. 


Treatment of Herpes Zoster 


JEFFERSON Browper and J. Arnold DeVeer 
(1949) suggested the removal of the zone of 
highly sensitive skin which often remains after 
the clearing up of a severe attack of herpes 
zoster in an older person. In such an area there 
is a burning discomfort which may be aggra- 
vated even by the pressure of clothing. Added 
to this may be spells of sharp, stabbing pain. 

Usually, in about the third week of the ill- 
ness, the redness of the skin begins to recede, 
and the blebs begin to dry up. The pain may 
die down or it may go on for weeks or months 
or years. Some of the older persons are so racked 
by the torture that they actually contemplate 
suicide. 

In 1861, von Barensprung described the in- 
jury to the dorsal root ganglion which goes with 
herpes zoster. Later, in 1901, Head and Camp- 
bell described lesions not only of the skin and 
dorsal ganglion but also of the dorsal roots, the 
spinal cord, and the peripheral nerves. These 
observations have repeatedly been confirmed. 
Browder and DeVeer now describe the patho- 
logic conditions that are to be found on section- 
ing the skin of the affected areas, perhaps a 
hundred days after the acute stage of the illness. 
In many of these cases they have found nerves 
involved in small granulomatous nodules. 

Surgeons have tried in several ways to help 
the patients but without success. The injection 
of alcohol into the spinal subarachnoid space has 
been of no avail and often has made matters 
much worse. Anterolateral chordotomy, dorsal 
rhizotomy, and sympathetic ganglionectomy have 
not always relieved the pain. 

In 4 cases Browder and DeVeer excised the 
affected area of skin, and they feel that the re- 
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sults are encouraging. They covered the area 
with grafts. They thought their results excellent 
in two cases, moderately satisfactory in one, and 
unsatisfactory in one. 

M. S. Bender and L. E. Stubbs (1949) re- 
ported good results from the use of aureomycin 
in 4 cases of herpes zoster. About 500 mg. was 
given every six hours. 


Orthoxine in Asthma 


I. W. Scumtxar, F. C. Lowell, W. Franklin, 
and C. Denton reported (1949) that Orthoxine, 
a new sympathomimetic drug, in doses of from 
50 mg. in the cases of children, to 100 or 200 
mg. in the cases of adults, will help persons 
with the milder forms of asthma. 

Only 7 of the 50 patients complained of un- 
pleasant symptoms such as abdominal cramps, 
dizziness, insomnia, and excessive perspiration. 
In many cases the new drug was less disturbing 
to the nervous system than was ephedrine. 


New Drugs for Dermatophtosis 


Tue Councit on PHARMACY AND CHEMISTRY 
of the A.M.A. recently accepted a number of 
propionate-caprylate mixtures which are de- 
signed to cure fungous infections of the skin. 
They are being marketed under the names of 
ointment, powder, or solution of Sopronil Pro- 
pionate Caprylate Compound. 

A propionate compound of jelly is also being 
marketed for use in the vagina to combat infec- 
tion with Monilia. Some 6 cc. of the jelly is in- 
serted twice daily with the help of an applicator. 


Reconstructing a Thumb with a Toe 


Patrick Crarkson and Ronald Furlong (1949) 
showed how they transplanted a big toe onto 
the stump of the thumb which had been de- 
stroved by fire. In some cases all five toes have 
been transferred to a patient’s hand. Apparently, 
some function can be obtained in the trans- 
planted digits. 


A New Treatment for Ulcer 


For years physicians everywhere have been 
wishing they had a drug which would really 
cure peptic ulcer. Many drugs have been tried, 


GF @ July, 1950 


and some have been helpful, but most of them 
have failed just when the patient needed help 
most; as when his ulcer became intractable, and 
pain kept him awake much of the night. 

Now comes Keith Grimson, Professor of Sur- 
gery at Duke University Medical School, who 
reports in a recent issue of Gastroenterology that 
he has been using Banthine (Searle) with the 
best results that he has seen so far with any 
drug. In most cases the pain promptly stopped, 
and the excessive motility of the stomach was 
quieted. In many cases the drug greatly de- 
creased the gastric acidity. Grimson said that in 
many ways the effect of the drug resembles that 
of a vagotomy. He was impressed by the fact that 
for the first time he has a drug that is so good that 
patients come back to ask for a further supply. 

Some other physicians have been trying out 
the drug, and in many cases have been well im- 
pressed with its action. It would seem, therefore, 
that this is a drug which is well worth trying 
and studying. Perhaps by the time this is pub- 
lished it will be on the market. The drug comes 
in tablets that can be given every 6 hours. 

W. P. Chapman, A. B. French, and P. S. 
Hoffman reported (at the 1950 meeting of the 
American Society for Clinical Investigation) that 
Banthine markedly paralyzed propulsive move- 
ments in the jejunum of man. The effect lasted 
at least four hours. Other men using the drug 
have found that occasionally it produces too 
much gastric stasis. 


New Treatment for Tapeworms 


IN RECENT ARTICLES, F. Hernandez Morales has 
suggested the use of two drugs in cases of in- 
festation with Taenia saginata. As every physi- 
cian knows who has ever tried to get rid of in- 
testinal parasites, the available drugs are often 
far from satisfactory. 

Hernandez Morales suggested that adult pa- 
tients take from 6 to 8 tablets of quinacrine 
hydrochloride together with 6 Gm. of sodium 
bicarbonate. Two or three hours later a saline 
purge should be given. 

Another drug that worked well was an emul- 
sion of 1 Gm. of crystalline hexylresorcinol, 1 
Gm. of acacia, and 30 cc. of water, put into the 
duodenum through a tube. 

Often the point that makes all the difference 
between success and failure is the avoidance of a 


laxative betore the giving of the taeniafuge. This 
preliminary purge is absolutely unnecessary be- 
cause the small bowel is always empty in the 
morning before breakfast. About all it can do is 
(1) perhaps to alert the worm so‘as to make it 
take hold more firmly, and (2) to make the 
bowel less able to respond quickly and forcibly 
to the second purge. Years ago the Germans 
pointed out that success in getting the head of 
the worm depends on leaving off the first purga- 
tive, and the writer has seen many cases in 
which after many attempts the head of the worm 
was obtained only when this first purge was 
omitted. 

The writer has seen cases in which the worm 
meekly crawled out only when the patient took 
the dye for visualizing the gallbladder or drank 
a quart or two of root beer! 


Aqueous Procaine Penicillin 


Accoroinc to E. N. Irons (1950), aqueous pro- 
caine penicillin is a useful drug with few un- 
favorable side reactions. Patients like it, and 
since it has to be given only twice a day, it cuts 
down on the work of the nurses in a hospital. 

Some 200,000 to 300,000 units are injected 
twice a day to give a sustained blood level of 
0.16 to 1.28 units per cubic centimeter which 
is usually adequate. 


Good Results in Ulcerative Colitis 
C. B. Witts (1949) has reported hopeful re- 


sults in cases of ulcerative colitis, using para- 
nitrosulfathiazole. The drug was supplied in the 
form of tablets containing 0.3 Gm., together 
with 50 mg. of ascorbic acid. 

One is the more inclined to be impressed by 
Wills’ enthusiasm over the good results in some 
cases because he reported negative results in 9 
out of his 24 cases. Probably the drug should be 
tried in cases of other types of severe diarrhea. 

That the good effects of using this drug are 
probably not due to a sterilizing effect on the 
flora of the colon is indicated by the discourag- 
ing reports of Bargen and others who found that 
while with chloromycetin or aureomycin they 
could, for a few days, practically sterilize the 
colon, they could not see that this killing off of 
the bacteria had much effect on the course of 
the colitis. 


At the 1950 meeting of the American Society 
for Clinical Investigation, C. H. Du Toit re- 
ported the results of giving Cortisone to 2 pa- 
tients suffering from chronic ulcerative colitis. 
The treatment was kept up for 47 days and the 
patients were most thoroughly studied. 

The condition of the bowel promptly and de- 
cidedly improved, but it did not clear up en- 
tirely. Unfortunately, there were some decidedly 
unpleasant by-effects, in one case so alarming 
that the dosage had to be cut down. 

At the Mayo Clinic, 1 of 4 patients with 
chronic ulcerative colitis responded beautifully 
to Cortisone and appeared to be cured. The 
others were helped but the ulcerations did not 
heal entirely. 


The Nervous Bladder 


Tue puysician will often wonder why some 
person is urinating so frequently in the absence 
of demonstrable disease of the urinary tract. 
Usually in the cases of women who urinate 
every few minutes by day but not by night, one 
can find a little reddening of the urethra or of 
the trigone of the bladder, but efforts at treating 
it will only make the woman worse. 

In practically all of these cases the woman is 
highly nervous by nature, and perhaps a fuss- 
budget, and often, persistent questioning will 
reveal the fact that she is wrestling with some 
life problem which she cannot solve. 

Recently R. Straub, H. S. Ripley, and Stewart 
Wolf (1949) studied the bladder of 26 of these 
nervous persons, recording changes in intra- 
vesical tension, and found in some individuals 
either contractions due to emotion or occasional 
retention of much urine. Their studies throw 
light on the ways in which in these cases symp- 
toms are produced. 

Occasionally one can greatly help the person 
with an irritable bladder by giving capsules con- 
taining 5 or 10 minims of santal oil. One or two 
capsules can be taken before the person goes out 
in public. There are cases in which the oil will 
enable a woman to ride in an automobile for 
several hours without having to stop at many a 
gas station along the way. 

In some cases, the patient with an irritable 
bladder must be advised not to urinate every 
time the desire comes. If he or she urinates too 
often, the bladder may contract down until it 
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cannot hold much urine. Often, if the person re- 
sists the urge to urinate, the desire will pass away. 

Many women, of course, with an irritable 
bladder have a few cocci or bacteria in the urine, 
and sometimes they are the better for having 
these bacteria killed off. In some cases such 
treatment does not help, perhaps because the 
few cocci present are harmless saprophytes. 


Mebaral: An Antiepileptic 


Mesarat has an anticonvulsant effect due to a 
selective action on the motor cortex; it has less 
of the hypnotic effect that goes with many bar- 
biturates. Hence it is being used as a supple- 
ment to Dilantin in the treatment of epilepsy. 
One can try 0.225 Gm. of Dilantin plus 0.060 
Gm. of Mebaral a day, given in two doses. 

The drug should probably be useful as a seda- 
tive for jittery persons in doses of 0.030 Gm. 
two or three times a day. 


Recent Notes on Streptomycin 


OF LATE, several workers have found that the 
originally used large doses of streptomycin which 
produced vestibular damage are not necessary. 
Thus K. Kraf (1949) believes that a secret of 
success is to adjust the dosage to the weight of 
the patient. He said that for adults the daily 
dose for intramuscular use should never be more 
than 24 mg. per kilogram of body weight. A 
dose of 20 mg. per kilogram divided in two in- 
jections a day was usually effective. The drug 
then commonly causes vertigo, but rarely irre- 
versible injury to the vestibular apparatus. As 
soon as much vertigo develops, the use of the 
drug should be interrupted. 

L. Justin-Besancor, et al (1949), reported 40 
cases of sensitization to streptomycin observed in 
nurses. Handling the laundry of the patients was 
often enough to cause the trouble. One-half of 
the nurses complained of headache, and a few 
suffered from vertigo. Some got itchiness of the 
hands and eyes. Twenty-eight got a blepharocon- 
junctivitis, and more than half had some derma- 
titis around the eyes or hands and arms. Patch 
tests were always positive. 

According to R. H. Davis (1949), streptomycin 
will often cause tuberculous sinuses to close up. 

A. M. Olsen and H. C. Hinshaw (1949) re- 
ported spectacular healing of the formerly almost 
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incurable tuberculous ulcers of the larynx and 
trachea. They concluded that the drug works 
best when injected, but it may help to combine 
injections with aerosol insufflations. 

Vestibular complications were frequent, but 
they probably could have been avoided by the 
use of smaller dosage. 

According to J. P. Garrahan and J. M. Albores 
(1949) in the Argentine, streptomycin given to 
infants and children will almost always cure 
meningitis due to Hemophilus influenzae and 
whooping cough. The drug was helpful also in 
cases of diarrhea, urinary infection, and pneu- 
monia. 

K. Berg (1949) showed that in cats streptomy- 
cin attacks the sensory epithelium of the laby- 
rinth. Degenerative changes in the organ of 
Corti were found in only one out of 25 animals. 

It is encouraging to know that although in 
man many cases of vestibular dysfunction have 
been reported after prolonged and intensive 
treatment with streptomycin, permanent impair- 
ment of hearing has seldom been observed. 
Recent studies indicate that good results can be 
obtained with smaller and safer doses of strepto- 
mycin, doses which do not permanently injure 


the labyrinth. 


A Wrong Use of Thyroid Substance 


THE CONSULTANT sees many patients who he 
thinks are taking thyroid substances unnecessari- 
ly or even to their detriment. Oftentimes the 
patient (usually a woman) says that all the drug 
has done for her has been to make her more 
jittery than she was. 

When asked why she is taking several grains 
of thyroid extract a day, the woman often says 
that her basal metabolic rate was reported as be- 
ing minus 35 per cent. Obviously it could not 
have been that low because at the time she was 
keen, active, quick, and wide awake. Perhaps 
also she was thin, sleeping poorly, and carrying 
a big burden of work as a secretary. Such a 
woman could not possibly have been myxedem- 
atous. 

Usually after she stops taking thyroid sub- 
stances for a few weeks, several tests show that 
her basal rate is well within the limits of normal. 
How then did she get a laboratory report of 
minus 35 per cent? Some studies have shown 
that often a laboratory girl does not know 
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enough occasionally to renew the canister of 
soda lime which is in the machine to remove the 
carbon dioxide from the circulating air. In other 
cases the girl may get mixed up on her calcula- 
tions. What is astounding and sad to see is that 
even able internists will commonly accept with- 
out objection a report which is obviously out of 
keeping with other facts of observation. 

In other cases, even well-trained physicians 
will start giving thyroid extract to a thin, nerv- 
ous, jittery, wide-awake little woman because 
her basal metabolic rate was reported as minus 
17 per cent. Such a rate is what Henry Plummer 
used to call “a low rate not due to hypothy- 
roidism.” It is to be expected in a frail, sickly 
type of woman. It is due to a constitutional 
weakness and it has nothing to do with the 
thyroid gland. All physicians should know this 
well. Certainly if they doubt Plummer’s state- 
ment and if they give the woman desiccated 
thyroid, they should stop the minute the woman 
says she is getting jittery. That means she does 
not need the drug. 

Another common mistake today is to diagnose 
hypothyroidism because one measurement of 
basal metabolic rate was reported as minus 10 
per cent. Every physician should know that such 


a reading is well within the limits of normal. 


Is There a Focus for Hypertension? 


Every week a busy consultant will have pa- 
tients with an essential hypertension referred 
him with the request that he examine them 
from head to foot, and find “the cause of the 
disease.” It is a sad commentary on the present 
status of medical knowledge that so many physi- 
cians make this request. Actually it must be 30 
years or more since Ophuls published his exten- 
sive pathologic study which showed that all but 
a small percentage of persons with hypertension 


had no focal or renal disease to account for it., 


It was commonly associated with arteriosclerosis 
but it was not at all certain that the changes in 
the arteries were primary. Only occasionally did 
the hypertension seem to be secondary to 
nephritis. 


Recently much has been written about the 
Goldblatt or hypertension-producing kidney, but 
this cause for hypertension appears to be rare. 
Certainly one can examine hundreds of persons 
with hypertension without finding one with any 
focal “cause” for the disease. Occasionally one 
can find syphilis but the eradication of this dis- 
ease will make no difference in the blood pres- 
sure. Or one can find and remove gallstones, a 
peptic ulcer, or a huge pelvic tumor and the 
pressure will remain high. 

Today, every well-educated physician should 
tell the hypertensive patient when he comes in, 
“If you wish it, I will examine you thoroughly, 
but do not expect me to find any focus of dis- 
ease in your body that can be held responsible 
for the high blood pressure. There is no drug or 
operation that can be counted on to root out the 
disease and the tendency it has to come back.” 

The best evidence now available indicates that 
hypertension or a tendency to it is inherited, and 
often it can be discovered in children of school 
age. Often, also, by means of the cold pressor 
test, in which the hands are thrust into ice 
water, with resultant pain, one can show that a 
young person is a potential hypertensive and 
likely to show the disease in later life. With the 
cold test the person’s pressure will shoot up. 

Often, also, when one finds a systolic pressure 
of 130 mm. of mercury in a young person one 
can suspect strongly that he is going to have 
hypertension by the time he is forty. On the 
other hand, some of the persons who have no 
inherited tendency to hypertension will be found 
at eighty still to have a pressure of 120 mm. of 
mercury. 


Aureomycin and Amebiasis 


Accorpinc to J. D. Hughes, aureomycin (28 
doses of 0.25 Gm. each given every 4 hours over 
periods of 4 to 7 days) caused a decided remis- 
sion of symptoms, and in 71 per cent of the pa- 
tients, an apparent cure. 

All of these persons were hard to cure be- 
cause their infestation had resisted efforts at 
treatment with the drugs commonly used. 
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Recurrences of Rheumatic Fever 


Arrer a three-year study, Kohn, Milzer, and 
MacLean (J.A.M.A., Jan. 7, 1950) reported 
that when children who are subject to attacks 
of rheumatic fever were given 800,000 units of 
penicillin-G daily, for the first seven days out of 
each month, they were protected from recurrences. 
There were no recurrences in the cases of the 
treated children as compared with 30 recur- 
rences in 2 control groups. 

There were 120 children studied, all attend- 
ing a school for children with rheumatic heart 
disease. Although penicillin will not stop an at- 
tack of rheumatic fever, it apparently can keep 
one from coming, probably by blocking the 
growth of hemolytic streptococci. 

The parents were instructed to give the tab- 
lets on an empty stomach, two on rising, at 
least one-half hour before breakfast; two, one- 
half hour before supper, and two at bedtime. 
On Saturdays and Sundays, two tablets were 
given also before luncheon. Different doses were 
tried out until it was decided that 800,000 units 
a day was best. 

Fortunately, all of the children were able to 
take the tablets, and none developed any sensi- 
tiveness to the drug. 

These observations are most hopeful because, 
as everyone knows, it is the recurrence of rheu- 
matic fever which is so dangerous to the child 
who has once had an attack. 


Streptomycin and Bone Tuberculosis 


Recentiy, Alan D. Smith and Horace I. Yu 
(J.A.M.A., Jan. 7, 1950) reported that a number 
of orthopedists, using streptomycin, have been’ 
getting excellent results in the treatment of 
fairly acute tuberculosis of bones and joints. They 
felt that the drug can be used for only a short 
time, because after that it starts producing a 
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streptomycin-resistant strain of the tubercle 
bacillus. But during a short time the condition 
of the affected tissues improves so much that 
surgical measures, such as resection of bone or 
the drainage of abscesses, can be carried out with 
full expectation of prompt healing. 

In only 1 out of 40 cases was the patient left 
with slight impairment in the functions of the 
vestibular apparatus. 

In the discussion of the paper, a number of 
surgeons reported having seen encouraging and 
at times dramatic results from the use of strep- 
tomycin. The discussion closed on the note that 
the treatment of joint and bone tuberculosis is 
still surgical, but streptomycin will give the 
surgeon a much better chance to succeed in what 
he has to do. ; 


Vagotomy for Peptic Ulcer 


I. M. Orr anv H. D. Jounson (Brit. M. J., 
Dec. 10, 1949) reported a five-year study of 
vagotomy. They felt sure that complete vagot- 
omy usually results in a marked fall in free acid 
in the gastric juice, and this low acid is likely 
to be maintained for some time. But in spite of 
this marked fall in the level of free acidity, a 
fourth of the patients continued to complain of 
symptoms of ulcer, or they suffered recurrences 
after an initial period of well-being. Worse yet, 
a certain number of the vagotomized patients 
who were helped, developed unpleasant side 
effects. 

The writers concluded that there are some 
cases of duodenal ulcer that can be relieved by 
vagotomy alone, but for patients with a history 
of hemorrhage, perforation, scarring, or forma- 
tion of a deep crater, a more radical operation 
is needed. They now favor subtotal resection 
plus vagotomy. 

Section of the vagus nerves has had the un- 
expected effect of relieving constipation in 90 
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per cent of the cases in which the person had 
suffered from this complaint. In only 4 cases 
did the diarrhea which came after the operation 
persist for longer than a few weeks. Many of 
the patients gained somewhat in weight. 

The operation worked well inthe cases of 2 
tuberculous patients whose ulcers had made it 
impossible for them to eat enough. 

Some of the patients complained of colicky 
pains with frequent eructations and an exces- 
sive amount of flatus. This condition usually 
cleared up after a few months. Many of the pa- 
tients had spells in which they perspired and felt 
weak and trembly, but these passed off after a 
few weeks. 


Splanchnicectomy Aggravates Ulcers 


In a stupy of 1,408 patients who underwent 


 splanchnicectomy for hypertension, S$. C. Mason 


and H. M. Pollard (Surg., Gynec. & Obst., Sept., 
1949) found 13 cases of peptic ulcer, in perhaps 
10 of which the chances were that the lesion 
had been present before the operation. In none 
of these patients was there much trouble from 
the ulcer before operation. 

After operation, 5 of the patients got into seri- 
ous difficulty with their ulcer. Two died, and 
3 required an emergency operation. The pa- 
tients seemed handicapped by the fact that their 
ability to feel pain in the abdomen was greatly 
reduced. Because of this they were inclined to 
let things go too long. 

The lesson to be learned is that after splanch- 
nicectomy even mild or vague abdominal dis- 
tress should be studied carefully: it may be due 
to a perforated ulcer or appendix or an acute 
cholecystitis. 


Unilateral Lobotomy for Severe Pain 


BECAUSE THERE ARE a number of unpleasant 
side reactions associated with the operation of 
bilateral prefrontal lobotomy, and because the 
operation often takes away much that is desir- 
able in the person’s character, no physician will 
feel happy about asking a clear-headed man or 
woman to submit to this formidable operation, 
just because he or she is suffering severe pain. 
Even if the doctor could guarantee that the op- 
eration would relieve the pain, and not produce 
convulsions or an incontinent bladder of a “don’t 


give a damn” personality, he would be reluctant 
to go ahead. 

Hoping for something better, some men have 
been trying unilateral lobotomy. Scarff (Surg., 
Gynec. & Obst., 89:385, 1949) recently reported 
the results of this operation, performed on 30 
patients who had been in great pain. The re- 
sults appear to have been as good as those ob- 
tained with bilateral lobotomy, and this is en- 
couraging. Good relief was obtained in 22 of 
the 33 cases. In 3 cases the pain, for awhile re- 
lieved, later came back. 

Tests failed to reveal any changes in intellect 
or personality, but one would like to talk to the 
relatives after a year or two to see-what they had 
observed in the way of character change. 

Curiously, the patients who had become ad- 
dicted to the use of sedative drugs did not show 
the usual withdrawal symptoms when they 
stopped the medication. 

If such good results now are confirmed by 
the experience of other surgeons, many persons 
with the agonizing pains of cancer and its metas- 
tases may well ask for a unilateral prefrontal 


lobotomy. 


Sarcoidosis 


Sarcorposis is a rare disease resembling tuber- 
culosis. It produces atypical tubercles in which 
no tubercle bacilli can be found. Doubtless in 
many cases the diagnosis is missed; in other 
cases a diagnosis is made of tuberculosis, and 
sometimes even the pathologist is puzzled after 
he has studied sections of a lymph node. 

Recently, W. Ricker and M. Clark reported 
(Am. J. Clin. Path., Aug., 1949) a review of 
300 cases from the files of the Army Institute of 
Pathology. They found that, like tuberculosis, 
the disease tends to attack persons in their early 
twenties. Curiously, it appeared seventeen times 
as often in Negroes as in whites. 

On entering an Army hospital, 86 per cent 
of the men had enlarged lymph nodes; 20 per 
cent complained of cough; 19 per cent had lost 
weight; 16 per cent had lesions of the skin; 15 
per cent had a little fever; 10 per cent suffered 
malaise; and 10 per cent complained of weakness.. 

The organs involved, in order of frequency, 
were lymph nodes, lungs, skin, bones, eyes, 
liver, and spleen. With roentgen ray examina- 
tion, 76 per cent of the patients showed a widen- 
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ing of the mediastinal shadow, and 36 per cent 
showed involvement of small bones in the hands 
or feet. The blood pretein tended to be raised 
to around 9 Gm. per 100 cc. Three of the pa- 
tients had both tuberculosis and sarcoidosis. 
Unfortunately, there is no specific treatment. 


Treatment of Hypertension 


Many YEARS AGO, using cats, Walter B. Cannon 
used to take out the two sympathetic ganglio- 
nated chains from one end of the body to the 
other. He found that the cats remained sleek 
and well nourished and apparently happy ex- 
cept for one thing: they could not adjust well 
to temperature. Hence in winter they were al- 
ways found sitting on the window sill next to 
the radiator. 

Now come Drs. Bronson S. Ray and A. 
Dale Console (Ann. Surg., Oct., 1949) to report 
that they have performed pretty much Cannon’s 
operation on 24 patients. The idea was to relieve 
hypertension. 

Their evidence indicates that to some extent 
there is a direct quantitative relationship be- 
tween the extent of a sympathectomy and the 
degree of lowering of the blood pressure ob- 
tained. However, even with the total sympa- 
thectomy the percentage of improved results 
hardly warrants the greater morbidity and mor- 
tality which attend the operation. 

There is one possible advantage with total 
sympathectomy; it takes off the nervous control 
from the heart and so tends to help those few 
patients who suffer from tachycardia. It also 
improves vasospastic states in the extremities 
which bother some persons with hypertension. 
These effects would seem to constitute the sole 
justification for extending the sympathectomy 
above the midthoracic level. 

Even after removal of the sympathetic chains 
from the stellate ganglion to the third lumbar 
ganglia, there is still some sympathetic activity, 
doubtless mediated by nerve pathways which 
do not go through the ganglionated chains. With 
the help of these nerves, the body maintains 
some degree of homeostasis or a balance in the 
relation between the person and the environ- 
ment. After a period of readjustment the pa- 
tients were able to lead fairly normal lives. 

In the discussion that followed the paper, Dr. 
R. H. Smithwick remarked that he had been 
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impressed with the fact that four of the sixteen 
persons with a total sympathectomy were com- 
pletely disabled for long periods of time after 
the operation because of their inability to stand 
up. On rising, they were entirely unable to con- 
strict the splanchnic bed or to accelerate the 
heart rate. It was Smithwick’s belief that total 
sympathectomy should never be performed just 
to relieve hypertension. 

He went on to say that his experience with 
thoracolumbar splanchnicectomy has led him to 
believe that there are two groups of patients 
who should not be treated in this fashion: 
namely, those with coronary heart disease and 
angina pectoris, and those with postural tachy- 
cardia. Those persons he felt sure were best 
treated by transthoracic sympathectomy, remov- 
ing the sympathetic chains bilaterally from the 
inferior cervical to the twelfth thoracic ganglia 
in the former cases, and from the second thor- 
acic to the twelfth ganglia in the latter group. 

He felt that he and his colleagues now have 
enough cases, followed long enough, to indicate 
that sometimes following lumbodorsal splanch- 
nicectomy, the progress of cardiovascular disease 
will be slowed, and the expectancy of life in- 
creased. He said this is indicated by comparison 
of his results with those published by Keith, 
Wagener, and Barker of the Mayo Clinic, who 
treated their patients medically. As Smithwick 
said, their data, published in .1939, stands today 
as the best available by which:to judge the efh- 
cacy of any form of surgical treatment for hyper- 
tensive cardiovascular disease. 


As Keith, Wagener, and Barker noted as they 
studied 219 unselected hypertensive patients, 
these persons must be divided into four groups. 
In group I there are minimal vascular changes; 
in II sclerotic changes; in III hemorrhagic or ex- 
udative and vascular changes particularly in the 
eyes; and in group IV marked eye changes and 
a rapidly downhill course. The results of medi- 
cal treatment in the cases of hypertension of 
group I and group II were pretty good; the re- 
sults in cases of group III were poor, and the 
results in cases of group IV were bad. Most of 
the patients in group IV were dead within a 
year after they first consulted a physician. Ac- 
cording to the chart presented by Smithwick, 
the results of his surgical treatment in groups 
III and IV were decidedly better than the re- 
sults of medical treatment. 
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New Drugs for Pain 


A. J. Grazesroox (Edinburgh M. J., May, 
1949) reports on two new substitutes for mor- 
phine. One is methadon which has been re- 
ported on several times in this country, and the 
other is “Analgeticum N. A. 896.” This is not 
yet on the market, but it appears to have a de- 
cided value in helping persons with incurable 
cancer. It sometimes relieves unbearable pain 
better than do either morphine or methadon. It 
gives a decided feeling of euphoria, but this is 
much appreciated by the patients, and it helps 
them to eat and enjoy their food. It does not 
constipate. 

Methadon is good in that it has less tendency 
than morphine to produce somnolence and con- 
stipation. 


Chloromycetin and Pneumonia 


A. Recrnos, Jr., S. Ross, B. Olshaker, and B. 
Twible (New England ]. Med., Nov. 10, 1949) 
reported the use of chloromycetin in the treat- 
ment of pneumonia. The patients were children 
ranging in age from 4 months to 12 years, 
and all had a bacterial type of pneumonia. 
Twenty of the 33 were seriously ill. In 22 of 


the 33 cases the temperature dropped to normal 
within 3 days after the beginning of treatment. 
The conclusion was that chloromycetin is a good 
drug to use in cases of bacterial pneumonia. 


Use of Postpartum Plasma 


Recentty Dr. Louis W. Granirer (Science, 
Feb. 24, 1950) announced that rheumatoid ar- 
thritis can be greatly helped in many cases by 
injections of blood plasma taken from women 
who have just had a child. He now repeats this 
statement and says that a remission is produced 
which is characterized by an improved sense of 
well-being, a brighter mental outlook, increased 
appetite, a disappearance of joint symptoms, a 
gain in weight, and restoration to normal of the 
microcytic anemia and the albumin-globulin 
ratio. In general he has noted striking clinical 
improvement. In the 320 transfusions given, 


there were no cases of hepatitis. The longest re- 
mission following cessation of therapy was 16 
weeks, and the shortest was 3 weeks. 

The idea back of this treatment has been that 
patients with rheumatoid arthritis often got bet- 
ter or have a complete remission during preg- 
nancy. This was reported by Hench in 1938. 


Tracheal Aspiration 
Leonarp Carpon (J.A.M.A., April 8, 1950) 


calls attention to the fact that sometimes when 
a patient is in great distress, cyanotic, and barely 
able to breathe, and especially when his trachea 
and bronchi are full of bubbling fluid, the in- 
sertion of a catheter through the nose and down 
through the larynx, followed by the application 
of suction, can save life. It can clear up what 
appears to be a death rattle. Often the patient 
who is in coma needs to have his trachea and 
bronchi aspirated from time to time so that he 
will not drown in his own fluids. In the case of 
patients who are cyanotic because of much fluid 
in the bronchi, no oxygen can be gotten into the 
lungs until the fluid is removed. 

Of course, in the severest cases, if an expert 
bronchoscopist is available, he can pass his tube 
down to do a perfect job of cleaning out the 
bronchi. 

In the absence of such expert help, the doctor 
can use an ordinary size 16 French catheter. 
This can be connected to some sort of suction 
apparatus. The catheter should be moistened in 
water and passed through the nose and down 
the nasopharynx. This will usually carry it into 
the larynx. It may help to push the head back a 
bit and to pull forward on the tongue. Entrance 
of the catheter into the glottis will cause some 
coughing. If the outer end of the catheter is 
placed under water and the tip is in the trachea, 
bubbles will appear. As soon as it is known that 
the catheter is in the trachea, it should be 
pushed down as far as possible and suction 
should be started. If coughing and cyanosis 
should become severe, the catheter may have to 
be removed for a moment. 

According to Cardon this procedure can often 
save life. 
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Intermittent Claudication 


Q@. I have a man, aged 52, who is suffering from in- 
termittent claudication. He is troubled with pain in 
his legs if he walks more than two blocks. | have 
tried the various measures usually prescribed with- 
out much result. Is there anything new? 


A. Hopeful is the observation made by H. 
Mazanek (Lancet, Nov. 19, 1949). He stated 
that 20 years ago, French workers were treating 
thromboangiitis obliterans with injections of 
from 10 to 20 units of insulin daily. Mazanek 
tried this, giving a dose twice a day, before 
breakfast, and three hours after the midday meal. 
He kept this up for 20 days and then let the 
patient rest for 10 days. According to him, all 
of the patients were helped. They had less pain 
and, remarkably, ulcers of the toes frequently 
healed. It would seem that the method should 
be given further trial. 

Other treatments advised for intermittent 
claudication are Buerger’s exercises, contrast 
baths, intermittent venous occlusion with suc- 
tion pressure, lumbar ganglionectomy, a para- 
vertebral block, or a division of the external 
popiteal and posterior tibial nerves. 


Chronic Tachycardia 


Q. I have a nervous man who keeps running a pulse 
of around 120 beats a minute. It doesn’t seem to 
do him any harm, but it worries him terribly. He 
is afraid that it will overwork his heart and even- 
tually bring about his death. He is a nice chap but 
decidedly a “screwball,” and his mother is in the 
insane asylum. If | keep him around the office for 
half an hour, his pulse may drop to 80 or so. His 
electrocardiogram appears to be normal. His blood 
pressure sometimes goes up to 150/90. Is there any- 


thing really curative that can be done for the fel- 
low? 


A. We presume that you have tried quinidine 
which sometimes helps. The diagnosis of screw- 
ball is doubtless a good one, and very probably 


the man’s difficulty is his share of its nervous in- 
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heritance from the mother. He probably has 
cold, sweating hands, cold cyanotic legs and feet, 
exaggerated reflexes, a tendency to faint easily, 
and a tendency to tire easily. His temperature 
probably runs up to 99.6° F. whenever he gets 
excited. His heart is probably all right but his 
erratic nerves are playing tricks with it. 

Often the most important thing to do with 
these petsons is to reassure them and to keep 
reassuring them. One must maintain that the 
heart is normal enough. 

According to R. H. Smithwick, E. M. Chap- 
man, D. Kinsey, and G. P. Whitelaw (Surgery, 
Nov., 1949), the sympathetic fibers which stim- 
ulate the rate of the heart appear in man to arise 
from the second to the fifth thoracic segments 
on both sides of the cord. The effect of cutting 
these nerves on one side is not as marked as is 
that of cutting on both sides. According to the 
writers, resection of these accelerator fibers has 
been helpful in the, management of some pa- 
tients with high blood pressure who have an un- 
usually rapid heart. It has been helpful, also, in 
a small group of patients who suffer from a rapid 


“ pulse after exertion or some emotion. It may 


perhaps be helpful in some cases of paroxysmal 
or auricular tachycardia. 

Perhaps the method will be used somewhat 
in the future, particularly in those cases in 
which the patient is not too psychotic or neu- 
rotic. 


Therapy for Herpes Zoster 


*Q. 1 would like to know if there is any new therapy 


for herpes zoster. Even the 1949 books on treat- 
ment give nothing of value other than what was 
given twenty years ago. Is it still a hit and miss 
proposition and symptomatic treatment? 


A. There are a number of new drugs and 
treatments being used, but it is still questionable 
how much good they're doing. As everyone 
knows today, the virus of herpes zoster attacks 


n 


principally the ganglion on the posterior root of 
a spinal nerve or two. According to a recent ar- 
ticle, it also involves other parts of the nerve, the 
spinal cord, and the skin. For a long time, the 
theory has been that the virus is the same as 
chickenpox virus, and some men have thought 
that they had proved that it is the same. In some 
persons the virus probably is present at all times, 
but gets into action only occasionally. 

As every physician of experience knows, 
herpes zoster in older people can become a very 
serious, long-lasting, and crippling disease. The 
pain may hang on for months or years. 

Of late, some men are using aureomycin. 
Others have prescribed vaccine virus, probably 
on the theory that one virus will drive out an- 
other. Others have given x-ray therapy over the 
ganglion. Recently, some have been advising the 
excision of the painful area in the skin. Some 
have advised using a drug called Protamide. 

In the meantime, of course, every effort must 
be made to give the poor patient some relief 
with barbiturates, especially at night, and per- 
haps a combination of 10 grains of aspirin with 
¥2 grain of codeine at frequent intervals. 


Surgical Treatment of Myasthenia Gravis 


Q@. | have a patient who has been examined by 
good neurologists who say that he has a myasthenia 
gravis. There is also a shadow in the mediastinum 
which suggests a thymoma. What is the present 
status of the surgical treatment of myasthenia 
gravis? 


A. According to L. M. Eaton and O. T. Clag- 
ett (J.A.M.A., April 1, 1950), out of 300 persons 
studied with this disease, only 86 were operated 
on. The authors concluded that the results of 
the operation are not spectacularly better than 
are those of medical treatment. They found that 
the chances of getting a really gratifying result 
with surgery were 35.5 per cent as against a 28.5 
per cent chance of getting a good result with 
medical treatment alone. In several cases, how- 
ever, a recovery following a thymomectomy was 
dramatic. 

Because of their poor results in many cases, 
Eaton and Clagett are not recommending oper- 
ation unless there is good roentgenologic evi- 
dence of the presence of a tumor of the thymus 
gland. One big difficulty in operating was that 
1 out of 7 of the tumors could not be removed 
because it had already invaded surrounding 


blood vessels and other tissues. In another 1 out 
of 4 cases, although the tumor had invaded sur- 
rounding structures, it could still be removed. 
Clagett sometimes operates, not only because 
removal of the tumor may cure the patient's 
weakness, but because it may save him from 
dying with a malignant tumor. 

Obviously, a patient should not be operated 
on unless he appears to be strong enough to 
stand the operation. He should also not be op- 
erated on if there is evidence of metastasis, or 
too wide an extension of the tumor. In that 
case the physician must fall back on the use of 
neostigmine. 


Usefulness of Vitamin E 


Q. I have a patient with chronic heart disease, and 
a physician has suggested the use of vitamin E. 
Would you advise this? What is the present status 
of the use of vitamin E in medicine? 


A. In a recent volume published by the New 
York Academy of Science, a score or more re- 
search workers reported on their efforts to prove 
vitamin E useful for some disease or other. The 
results appeared to have been largely negative. 
It is not clear even that vitamin E is of value in 
cases of threatened abortion. In most of the 
studies made, the results were no better than 
those obtained with placebos. H. P. Rush re- 
ported having treated 54 patients with heart 
disease with a daily dose of 300 mg. of vitamin 
E, without seeing anything which encouraged 
him to continue the study (California Medicine, 
Dec., 1949). Every few months papers appear in 
the journals all reporting negative results in at- 
tempts to cure various diseases with vitamin E. 


Sympathectomy for Albuminuria 


Q. I have a case of orthostatic albuminuria. | am in- 
terested to know the value, if any, of a sympathec- 
tomy or lumbar block. —M.D., Neb. 


A. Our impression is that the patient should 
be glad that he has an orthostatic albuminuria 
and not one of any other type. Seeing that the 
condition does not affect life or health, about the 
only treatment required is reassurance. A sym- 
pathectomy might well bring him many more 
discomforts than it could possibly cure. It might 
bring a very distressing and somewhat disabling 
orthostatic hypotension. 
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Erythroblastosis of Infants 


Q. Is there anything new for the treatment of ery- 
throblastosis fetalis? 


A. Yes, F. H. Allen, Jr., L. K. Diamond, and 
J. B. Watrous, Jr., reported that in a group of 
208 cases of the disease treated by exchange 
transfusion, the mortality was over 15 per cent 
in the whole group, but there were no deaths 
in the group of 42 babies who happened to have 
received blood from female donors (New Eng- 
land J. Med., Nov. 24, 1949). Since making this 
observation, the authors have deliberately 
chosen women as donors for 13 babies with this 
disease, and none of the infants died. At least 
150 cc. of the woman’s blood must be given. 


Sigmoidoscopic Examination in Older Men 


Q. In the cases of older men who come asking for 
a general check-up, particularly to exclude cancer, 
| wonder if it would not be advisable to include 
a sigmoidoscopic examination? 


A. Most certainly, yes. If the physician will 
regularly examine the rectum and sigmoid colon 
in the cases of older men, each year he will find 
a number of premalignant polyps which can be 
destroyed by the desiccating electric spark. In 
this way, the patient will be saved from the later 
loss of his rectum and perhaps of his life. L. M. 
Townsend (1949) reported carrying out sig- 
moidoscopic examination on 300 patients who 
did not have any symptoms of rectal disease. 
Among them he found 25 who were in need of 
attention. Seven had malignant or premalignant 
lesions. 


Electroshock Treatment for Pain 


Q. | have a woman suffering from severe pains due 
to metastasis from cancer of the breast. A neurologist 
has suggested the trial of electroshock treatment. 
Does this sound reasonable? 


A. According to A. Radovici and N. Wertheim 
(1949), electroshock therapy relieves intractable 
pain for two weeks or so, and when the pain re- 
turns it is usually not as bad as it was. Then an- 
other treatment can be tried. Certainly this form 
of therapy would seem to be highly preferable to 
topectomy, prefrontal lobotomy, or cordotomy. 
There are cases in which electroshock treatments 
have, for many months, banished severe attacks 
of migraine. 
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Dreft as a Cure for Peptic Ulcer 


Q. What is there to this idea that Dreft is a cure 
for peptic ulcer? 


A. Dreft is composed mainly of sodium lauryl 
sulfate. For awhile its use was suggested in cases 
of ulcer because it can inactivate pepsin, but its 
use never became popular. According to some 
writers, it can injure the liver, the kidneys, and 
the intestinal mucosa. 


ACTH and Pulmonary Tuberculosis 


Q. I have a patient with advanced pulmonary tuber- 
culosis who is very anxious to try injections of 
ACTH. What is the chance that it would help him? 


A. According to Ralph Tompsett, et al, (re- 
porting at the 1950 meeting of the American 
Society for Clinical Investigation), ACTH given 
to four patients with advanced tuberculosis im- 
mediately caused striking improvement in every 
way. That this was due to the drug was shown 
clearly by the fact that its withdrawal was 
quickly followed by a return of the symptoms. 
It will be interesting to see later what will hap- 
pen when there is enough ACTH available so 
that treatment with small doses can be con- 
tinued for weeks or months. 


ACTH in Treatment of Poliomyelitis 


Q@. Has ACTH been of any value in the treatment of 
poliomyelitis? 


A. Unfortunately, no. Several groups of men 
have reported on the giving of ACTH to a few 
patients with poliomyelitis without noting any 
definite benefit. Probably once the ganglion cells 
in the anterior horn of the spinal cord are de- 
stroyed, there is nothing that will ever build 
them back again. 


Kidney Stones from Sulfonamides 


Q. A few of my patients have had trouble with 
kidney stones, apparently produced by the giving 
of sulfonamides. Is there any sulfonamide which is 
less likely to produce kidney stones? 


A. According to S. Helander, the danger from 
the formation of kidney stones is greatest with 
sulfathiazole, followed in order by sulfadiazine, 
sulfamerazine, and sulfamethazine. Least dan- 
gerous in this regard was sulfadital. 


Relief for Leg Cramps at Night 


Q@. | have a man who often gets leg cramps at night. 
Is there anything new that | can give him? 


A. Some persons are helped by taking cal- 
cium, a pleasant preparation of which is the 
syrup of calcium gluconate (Sandoz) (a tea- 
spoonful can be taken at bedtime). Another drug 
often given is quinine, and another is quinidine 
sulfate (0.2 or 0.3 Gm. at bedtime). 

According to Meyer Naide (1950), a good 
treatment is Benadryl to be given at bedtime. 
Possibly the desired effect is obtained because 
Benadryl acts often as a soporific. It is occasion- 
ally prescribed as a sleep-maker for persons who 
do not sleep well with barbiturates. 


Usefulness of Aluminum Penicillin 


@. Can you give some idea of the usefulness of 
aluminum penicillin? Can it be given orally? 


A. In the U. S. Marine Hospital at Baltimore, 
Friedman and Terry gave two tablets of alumi- 
num penicillin (50,000 units each) every four 
hours day and night to a large number of men 
with infections, often pneumonia. Each tablet 
contained also 0.3 Gm. of sodium benzoate. 

The conclusion was that the results were as 


good as those obtained with half the dosage 
given by injection. 


Use of Cafergone for Migraine 
Q. | have a patient with migraine who would like 
to try cafergone. How is it used? 


A. Cafergone comes in pills. It is not a new 
drug, but a combination of Gynergen, which is 
the best remedy available for migraine, and caf- 
feine which oftentimes helps. Many a woman 
with migraine knows that she can get some relief 
by quickly taking a cup or two of strong coffee. 
Many migrainous women get a headache if they 
don’t get their breakfast and their coffee quickly 
in the morning. 


The cafergone should be taken the minute 
the person gets his scotoma, or if he doesn’t get 
a scotoma, it should be taken the minute he or 
she feels a headache coming. Once the patient 
is nauseated or vomiting, it is no use to take 
any medicine by mouth. It won’t be absorbed. 
Usually 2 pills should be taken and sometimes 
3. If after a few trials the medicine does not 
work, its use should be discontinued. 

Cafergone should never be taken regularly 
for the prevention of the attacks. It might then 
do harm to arteries. If cafergone does not work 
by mouth, the physician should try injections of 
Gynergen solution, either 0.5 or 1.0 cc., in- 
jected intramuscularly as soon as possible after 
the headache starts. If this drug should distress 
the patient by causing too much vomiting or 
tingling in the legs, the doctor should try DHE- 
45, which is dihydroergotamine, and a milder 
drug. This comes in ampules of 1 cc. 

Many physicians are much afraid of using 
Gynergen or DHE-45 but they should not be. 
There are a very few cases on record in which 
Gynergen injured the blood vessels of the legs, 
but they were cases of cancer of the liver with 
tremendous itching. Because of the itching, the 
patients took Gynergen every few hours, and 
that was too much for them. The writer knows 


of no record of Gynergen ever having produced 
injury to the blood vessels when it was used 
properly for the treatment of migraine. There 
are many cases on record in which a patient took 
an injection of Gynergen every day for years 
without coming to any bad end. 


Sterilization and Effect on Libido 


Q. In the elective sterilization of a man, aged 35, 
for contraceptive purposes only, are there likely to 
be any untoward effects on libido or sexual ability? 


A. No, it has been shown thousands of times 
that no harm is done to the man. In fact in 
many centers the operation has been done to stir 
up libido and potentia. 
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SEVEN RULES FOR YOUR BANK ACCOUNT 


BY JOHN Y. BEATY 


NatTuRALLy, any general practitioner’s secretary 
entrusted with financial records desires to have 
every transaction accurate and up to date. Un- 
fortunately, there is no very good source of in- 
formation as to exactly how the bank account 
should be cared for. That is the reason for sug- 
gesting seven simple rules which are easy to fol- 
low and which have proved helpful to those 
who have used them. With them in mind, it is 
easy to avoid errors and loss. Here they are: 
. Indorse checks for deposit as soon as re- 
ceived. 
. Make entries on the deposit ticket accord- 
ing to the bank cashier's instructions. 
. Enter the total and the date of each deposit 
on the checkbook stub. 
. Make deposits daily. 
. Reconcile the balance on the stubs with 
the bank’s statement as soon as it is re- 
ceived. 


. File paid checks by number and make sure . 


receipts are on file for all bills paid. 
. Destroy deposit tickets after reconcilement. 


Indorse Checks Immediately 


There is always the danger in every office that 
checks may be picked up from the desk by some 
dishonest person who will try to cash them. For 
that reason, and for other reasons, it is most im- 
portant to follow Rule No. 1 and indorse checks 
for deposit as soon as received. 

It makes a difference, however, as to how the 
check is indorsed. If the check is made payable 
to the doctor and he merely signs his name on 
the back (this is called a “blank” indorsement), 
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it is even more dangerous to allow it to remain 
in a place where some dishonest person might 
pick it up. With the doctor’s blank indorsement, 
anyone else who properly identifies himself at 
the bank could cash the check. 

Because of that danger, it is important to use 
a special indorsement. Here is one which reads, 
“Pay to the order of The First National Bank of 
Chicago—Dr. H. C. Boles.” 

A check thus indorsed to a bank cannot be 
cashed by anyone. It must be deposited in the 
indorser’s account. If a check with a special in- 


. dorsement were stolen and taken to any bank, 


the bank would refuse to cash it. Therefore, the 
special indorsement protects a check against all 
dishonesty. That is why it is wise to indorse all 
checks immediately with an indorsement of this 
kind. 
_ When a customer gives a check made payable 
to himself (or indorsed to him), ask him to use 
a special indorsement. Have him write (or you 
type it on the check for him), “Pay to Dr. H. C. 
Boles.” Have the patient sign his name below 
that line. Then the check is fully protected. 

Obviously, if the doctor receives many checks, 
it is unwise to ask him to take his time to in- 
dorse therm. For that reason, it is much better 
to ask the bank for a rubber stamp with which 
his checks may be indorsed for deposit. The 
point is, when the check is indorsed with a spe- 
cial indorsement for deposit to the doctor's ac- 
count, it is a satisfactory indorzement when 
made with a rubber stamp. 

By this procedure, the secretary can take care 
of indorsing all checks received without bother- 
ing the doctor. If the doctor wishes to keep in 
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mind the patients who pay their bills promptly, 
the checks may be placed on his desk already 
indorsed and prepared for deposit. He could 
then review them, if he wishes, and this will 
take very little of his time. 


Two Types of Deposit Tickets 


Rule No. 2 is make entries on the deposit 
ticket according to the bank cashier's instructions. 
Different banks use different types of deposit 


- tickets. The one reproduced here is of a type 


used by many banks. It contains three columns: 
one column is for checks drawn on the bank in 
which the deposit is made, another for checks 
on other banks in the same town, and another 
for checks on banks in other cities. 

Obviously, when your bank uses this type of 
deposit ticket, it is important that you enter the 
amount of ea¢h check in the proper column. It 
is also important that you enter the total of each 
column in the right space. 

There are some deposit tickets also which 
provide a spate in which the name of the bank 
on which each check is drawn may be written. 
However, both you and the bank will be saved 
time if, instead of the name and address of the 
bank, you merely write the transit number in 
the space opposite the amount. 

The transit number is commonly printed 
after the name of the bank. There are variations 
in this position, however, but the number may 
be recognized by the fact that it has a dash be- 
tween two sets of numerals. 

For example, in the check reproduced here, 
drawn on the Aquidneck National Bank of 
Newport, R. I., you see numbers following the 
name of the bank. The numbers above the line, 
“57-77,” represent the transit number. There is 
no other bank in the United States that has that 
number. Any banker anywhere can identify the 
bank on which that check is drawn by that 
transit number. 

The number below the line is what is known 
as a “routing symbol.” As a depositor, you need 
pay no attention to that number. It is a symbol 
which the bank uses in sorting checks so that 
they may be sent to the right Federal Reserve 
Bank. The routing symbol 115 indicates that the 
check is to be cleared through the Federal Re- 
serve Bank of Boston. 


In the other check reproduced here, drawn 
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on the Bank of Berea, Berea, Ohio, you will 
note that the transit number is in the upper 
right-hand corner. It is not near the bank’s name. 
Here again, you will see that the transit number 
is the one above the line with a dash between 
two sets of numerals. The transit number of that 
bank is “56-578.” 

If your bank uses the type of deposit ticket 
which is shown in the photograph, with three 
columns for entering amounts of checks, you 
will have no space for the transit number, and 
all you need to enter is the amount of the check. 


Enter Deposit on Checkbook Stub 


After your deposit ticket has been completed, 
then think of Rule No. 3, enter the total and 
the date of each deposit on the checkbook stub. 

Before the deposit is taken to the bank, it is 
important to add the amount of the deposit to 
the total which you have been carrying forward 
on the stubs of the checkbook. Thus, the balance 
will be brought up to date. 

Next, think of Rule No. 4 which is make 
deposits daily. 

It is wise to have a regular time to go to the 
bank and, unless there is nothing to deposit, it 
is important to deposit whatever is on hand 
every day! If possible, it would be better to ar- 
range to go at least an hour before the closing 
time of the bank. So many people put off mak- 
ing their deposits until the last minute that you 
may have to wait in line fifteen or twenty min- 
utes if you do not go early. 


Careful Reconcilement Is Important 


Rule No. 5 is reconcile the balance on the 
stubs with the bank statement as soon as it is 
received. 

Once a month, the bank returns the checks 
which it has paid, together with a statement in 
which the deposits of the month are added to 
the previous balance, and the checks paid ‘dur- 
ing the month are subtracted and the new bal- 
ance set up. 

Obviously, it is important to reconcile your 
own records with the statement the bank gives. 
The easy way to do this is to first make sure that 
there is a check returned for each charge on the 
statement. This is done by checking off the 
items on the statement which have been de- 


GP @ Volume Il, Number ! 


¥ 
| 
| 
2 
| 
| 
| 
J i] 
= 
| 


‘THe BANK OF BerEA Co. 
Berea Ono 


Newrowr, R. 1. No. 


ducted from the balance as you turn over the 
checks. If there should be some check missing, 
the bank should be called at once and asked to 
find the missing check. 

Some banks return the deposit tickets as well 
as the checks. If your bank does that, then the 
thing to do is to compare the deposits credited 
to the account with the deposit tickets. If you 
use a passbook, then this comparison can be 
made with the deposit receipts in the passbook. 
Or if you use duplicate deposit tickets, which 
is a good system, then you check the duplicate 
ticket which you have retained with the credit 
items in the statement. 

After this is done, it is wise to arrange the 
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Some deposit tickets, like the one at upper left, 
have columns for “checks on this bank,” “checks 
on other local banks,” and “checks on out-of- 
town banks.” The amounts of checks must be 
entered in the correct column. ; 

As illustrated above, the total of each column 
must be carefully entered in the space provided, 
after which the total of the three columns is 
computed. 

On some checks, the transit number is not 
near the bank's name. On the first check shown, 
it is in the upper right-hand corner. It can be 
recognized by the dash between numerals. The 


-number below the line is the routing symbol. 


The transit number on the second check is 
the one abcve the line following the name of the 
bank. Transit numbers always have a dash be- 
tween numerals as you see here. 


paid checks in order of the check numbers. 
Then run through the stubs in your check book, 
and with a red pencil, check off each stub for 
which the paid check has been returned. As 
you do this, it will be easy to make sure that 
the amount and the payee on the check are 
exactly the same as those on the stub. If the 
amount of a check has been raised or the name 
of the payee changed by a dishonest person, you 
will discover it by this routine. 

Now run through the stubs and make a note 
of the amounts of checks drawn which have not 


yet been returned by the bank. Add _ these 
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amounts and subtract the total from the balance 
shown at the bottom of the statement. 

If you have made any deposits that are not 
recorded on the statement, add the total of those 
deposits to the new balance you have just ob- 
tained. When that is done, you should have a 
new balance which corresponds to the latest 
balance entered on your checkbook stub. 


File Paid Checks by Number 


Rule No. 6 is file paid checks by number and 
make sure receipts are on file for all bills paid. 

The reason for filing checks by number is 
that they are more easily referred to if it is nec- 
essary to look up an old check. The practice of 
entering the check number on the receipt or 
the statement for each item paid will help to 
find the right check if a question arises as to 
whether the bill was paid or not. 

There is no good reason for keeping the de- 
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posit tickets after the amounts have been en- 
tered on the bank’s statement so follow Rule 


_ No. 7 and destroy deposit tickets after reconcile- 


ment. The bank’s statement is official. You have 
been given credit for those deposits. There will 
never be an occasion when you will need to 
prove to the bank that any one of those deposits 
was made. 

Therefore, there is no good reason for filing 
the deposit tickets. However, if you have made 
notations on deposit tickets as to the identifica- 
tion of checks deposited, there might be some 
personal reason why you would like to keep the 
deposit ticket on file. 

After you have used these seven simple rules 
for two or three months, you will probably have 
them so well in mind that you will follow them 
automatically. You will know by then that this 
method keeps the bank account up to date and 
protects the doctor against possible loss from 
stolen checks. 


IN THE NATION’S CAPITOL 


New Regulation for United Mine Workers Fund Announced 


ScHEDULED to be resumed in July, following a 
ten-month suspension of activities, is the medical 
care and hospitalization program of United 
Mine Workers of America. Numerous opera- 
tional changes have been made, mainly in an 
attempt to make the plan more sound actuarial- 
ly than it was in 1948-49, and these are of direct 
interest and importance to the thousands of gen- 
eral practitioners who will participate. 

Although the system’s revision was completed 
in June, following a meeting of the new trustees 
of the UMWA Welfare and Retirement Fund 
and a special conference of the ten area medical 
administrators with Dr. Warren F. Draper, ex- 
ecutive medical officer of the program, head- 
quarters policy was to withhold announcement 
of new regulations until they went into effect 
on July 1. However, Doctor Draper made essen- 
tial details available to GP sufficiently in ad- 
vance to permit publication in this issue—this in 
recognition of the major role which will be 
taken by general practitioners in the nation’s 26 
coal-producing states. 

Specialist services are available only with ad- 


vance authorization by the area medical admin- 
istrator, 

Obstetric services will be provided at expense 
of the Fund only in cases where a complicated 
delivery is anticipated and hospitalization is 
necessary. Advance authorization by area med- 
ical administrator is required. In normal ma- 
ternity cases, neither medical nor hospital costs 
will be borne by the Fund. 

Tonsillectomies and adenoidectomies are ex- 
cluded from coverage unless they are certified by 
the physician as medically necessary and unless 
advance authorization of the area medical ad- 
ministrator is given. 

Services for mental illness are limited to those 
necessary to establish diagnosis. 

Dental care will be furnished only when it is 
incidental to the patient’s hospital care or when 
necessary as part of treatment of an illness re- 
quiring hospitalization. Advance authorization 
by the-area medical administrator is mandatory. 

Payment for eye-glasses will be approved only 
when they are prescribed in connection with 
ophthalmological surgical procedures. 
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Drugs, other than those which are prescribed 
by the attending physician for hospitalized pa- 
tients, will not be provided or paid for out of the 
Fund. 

The Fund will not provide services which are 
available to the patient from other agencies, 
either voluntary or governmental. Further, the 
Fund waives responsibility to furnish services 
which “the employer or other third party is 
legally obligated to provide.” 

Perhaps the most important single aspect of 
the revised benefits program is the new rule ex- 
cluding home and office care from coverage. 
Formerly the Fund paid for home visits and 
office care in the cases of pensioners and recipi- 
ents of disability benefits, and their dependents. 
With these services now being eliminated alto- 
gether, it will result in a marked decrease in the 
number of physicians participating in the 
UMWA fee-for-service program. 

At the time payments from the Welfare and 
Retirement Fund were suspended in September, 
1949, approximately 6,500 physicians and 600 
hospitals were giving care to beneficiaries and 
dependents. 

“Hospitalization and medical care in the hos- 
pital will be provided through utilization of the 
services of private physicians and existing hos- 
pitals in accordance with arrangements and 
terms satisfactory to the physicians, the hospitals, 
and the Fund,” according to the official an- 
nouncement. 

“Specific arrangements are made with all 
physicians and hospitals who render services to 
be paid for by the Fund. 

“Hospitals are reimbursed only for ward or 
semi-private accommodations unless the condi- 
tion of the patient is such that a private room is 
necessary. Services may be provided in the out- 
patient department of a hospital in accordance 
with arrangements established between the Area 
Medical Office and the individual hospital.” 


Other Washington Trends 


On Capitol Hill, July should prove to be an 
exceedingly interesting month with regard to the 
handling of several pieces of major legislation 
which have important bearings, directly or in- 
directly, on the practice of medicine. 

If Congress completes action on the local Pub- 
lic Health units bill, which was passed by the 
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Senate last year and now awaits passage by the 
House, one may look forward in 1951 to a ma- 
terial increase in the number of part-time, as 
well as full-time, public health officers in coun- 
ties and towns throughout the country. 

Similarly, favorable action by the House on a 
bill providing for government subsidies to med- 
ical schools—also passed by the Senate last year— 
is certain to lead to expansion of professional 
education in the health sciences and result ulti- 
mately in increased output of physicians, den- 
tists, nurses, sanitary engineers, and public health 
specialists. 

With reference to the more controversial mat- 
ter of compulsory health insurance and alterna- 
tive proposals of less drastic character, the 81st 
Congress will adjourn without taking any posi- 
tive action but the issue is certain to be con- 
tested fiercely in the November elections. New- 
est of the alternative plans is that of Representa- 
tive Charles A. Wolverton, New Jersey Repub- 
lican, who in June introduced a bill CHR 8746) 
which would promote Blue Shield and Blue 
Cross plans by establishing a Federal reinsur- 
ance corporation to protect them against losses. 
The principle is similar to that of government 
insurance of bank deposits and one of ‘its leading 
advocates is Harold E. Stassen, who is expected 
again to be a candidate for the Republican presi- 
dential nomination in 1952. 

President Truman's government reorganization 
No. 27, setting up a Department of Health, 
Education and Security which presumably 
would be headed by Oscar R. Ewing, is receiv- 
ing opposition from the American Medical As- 
sociation such as a similar scheme elicited in 
1949. Although Senator Taft has expressed ob- 
jection to the plan, observers believe it will not 
muster the bitter opposition that it did last year. 
Unless defeated by either branch of Congress 
before the end of July, the Department of 
Health, Education and Security will be added 
to the list of Cabinet-status agencies. 

Barring a lowering of the “cold war” fever, 
the month of July is expected to witness accel- 
eration of civil defense planning. At the Na- 
tional Security Resources Board, whose Office of 
Civilian Mobilization has responsibility for home 
defense preparations, increased emphasis is be- 
ing placed on the strategy of building new hos- 
pitals in small town and rural areas dispersed 
away from metropolitan centers. 
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THE STATE AND HOSPITAL CARE 


Wuite the medical profession is carrying on an 
active program to inform the people of the dan- 
gers in federal government control of medicine, 
there are indications that the estate governments, 
through increased control of voluntary hospitals, 
may accomplish similar control of medical prac- 
tice. From state government control to federal 
control is a simple step. Federal grants-in-aid to 
states is a popular method for carrying out na- 
tional programs. 

One example of the trend for more state con- 
trol is the report by Eli Ginzberg, A Pattern for 
Hospital Care (Columbia University Press, New 
York, September, 1949). It is the result of a sur- 
vey conducted by the State of New York’s Joint 
Hospital Survey and Planning Commission. 

It should be borne in mind that this is a study 
of hospital facilities and care in New York only, 
a state in which the people enjoy one of the 
highest per capita incomes in the United States. 

The first recommendation is, “The State 
should subsidize the expansion of services, par- 
ticularly diagnostic services, to ambulatory pa- 
tients by making limited grants to hospitals will- 
ing to develop adequate programs.” That state- 
ment should be carefully considered since it in- 
dicates the stage and trend of thinking with re- 
gard to medical care. It appears to conform to 
the concept so many people have about the dis- 
tribution of services and goods—the government 
should do it. 

According to Professor Ginzberg, the state 
government should control such distribution, 
but is there much difference as to the level of 
government that should be responsible? If the 
states with a low per capita income are to pro- 
vide services of similar quality, will it not be 
necessary that they be subsidized by the federal 
government? 

There is another phase of these suggestions 
that hospitals provide diagnostic services that is 
of particular interest to physicians. The author 
recommends that the local government should 
“pay reasonable fees to voluntary hospitals that 
provide good diagnostic and therapeutic service 
to ambulatory patients who are on the public as- 
sistance rolls.” Maybe the intent is that fees 


should be paid to the physicians as well, but 
the implication is that physicians will be render- 
ing services as full-time employees of the hos- 
pital. However, only persons on public assist- 
ance are to receive free services at hospital diag- 
nostic centers. 

Another recommendation is that Blue Cross 
and Blue Shield should include payment for 
diagnostic services in their contracts, since it is 
not desirable that the government provide pay- 
ment for the bulk of the population. This sug- 
gestion is in line with the efforts now being 
made by the sponsors of voluntary pre-payment 
plans to provide more comprehensive coverage. 

Recommendations are also made that a State 
Hospital Commission be established with re- 
sponsibility for hospital inspection, and that a 
board be set up to hold hearings on disputes be- 
tween physicians and hospitals. These recom- 
mendations are based upon the concept that it 
is the proper task of the government to provide 
those services which individual or voluntary in- 
specting efforts cannot provide. 

Further, many hospitals fail to meet the mini- 
mum standards of voluntary inspecting agencies, 
and many governing boards of hospitals “exer- 
cise their power of appointment to hospital 
staffs in a manner opposed to the public inter- 
est.” It should be quite clear to the medical pro- 
fession and the people responsible for voluntary 
hospital administration that unless they improve 
their own procedures for maintaining high qual- 
ity services in hospitals, and provide opportunity 
for all qualified physicians to enjoy hospital 
privileges, the state may soon take over those 
functions. 

Other chapters in the book contain complete 
and well-organized reports on hospital facilities 
and services in the state, with costs and sources 
of income, and details of hospital organization 
and management. In a discussion on the hospital 
system, the continued increase in utilization of 
hospitals in both graduate and _ postgraduate 
medical training is emphasized. The author 
maintains that the cost of such training should 
be the responsibility of the community and not 
the patients who are hospitalized. 
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Professor Ginzberg feels that the closed staff 
hospitals are no longer justified since all physi- 
cians are now graduates of Class A Medical 
Schools. He does not recommend that all li- 
censed physicians have complete freedom in 
their work in a hospital, but rather that all 
physicians in the community should have op- 
portunity for appointment to the staff of one 
hospital and privileges in accordance with com- 
petency—a concept endorsed by the American 
Academy of General Practice. 

A list of the procedures followed by many 


hospitals is given with the comment that the 
state should be concerned with evaluating the 
extent to which voluntary hospitals discharge 
their total responsibilities to the community. In 
this connection, the advantages of a regional 
system of affiliation of the large teaching hos- 
pitals with the small community hospitals are 
also discussed. Such a system should enable the 
people and the physicians in the small cities and 
towns to utilize more readily the highly special- 
ized skills and facilities available in the urban 
centers. 


“Economy program . 


+ « somebody found out 
we could buy used carts at a supermarket.” 
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MARTIN H. FISCHER, M.D. 


Tuts Is GOING to hurt some of you! 

Thirty years ago one of our medical lights, 
daily aided in his search for the obvious by some 
twenty specialists, declared that what the future 
in medicine needed was a “co-ordinator.” Rather 
crudely I inquired: Why in hell don’t you ask 
for a doctor? 

It is this search for him that I applaud as the 
most progressive move made by medicine in the 
last several years—its rediscovery of the “M.D.”; 
as more commonly phrased, the “physician 
and surgeon.” The last fifty years have increas- 
ingly and insidiously popularized the belief that 
the ordinary doctor is a mild type of fool spirit- 
ually; a kind of ass, scientifically. I protest these 
allegations. 

My knowledge of the nutritional require- 
ments of the infant came to me through two 
country doctors and not from any collection of 
pediatricians. Another such country doctor first 
pointed out to me how the ground squirrels in 
the hillsides of California were dying of bubonic 
plague. The infectious origin of the postoper- 
ative phlebitides in the presumably “clean” case 
was demonstrated to me in 1907 by a general 
practitioner who did his own cutting. The best 
lecture I ever heard on the nature of rickets and 
the evils of a one-sided diet came to me in a barn, 
out of the mouth of the doctor to a North Min- 
nesota village. Another, on the effects of cold 
on the human organism, was voiced by a general 
practitioner in the forgotten lands of northwest 
Michigan. I never heard the theory of osmotic 
pressure plus its mathematics better expounded 
than by a discussant after a talk I had given to 
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WHERE ARE WE CAMPING TONIGHT? 


a group of medical outlaws in free assembly in 
a lodgeroom over a saloon. 

When in earlier decades a faculty found an 
aspirant sufficiently stirred by the concept of the 
physician and sufficiently intelligent to be en- 
trusted with the physical and mental care of a 
sick person, it pronounced him a doctor of medi- 
cine. As attested by his diploma, he stood ap- 
proved to practice medicine, obstetrics, and sur- 
gery. Back in 1900, some states still allowed him 
to go into business at once and without further 
examinations, requirements, gradings, screen- 
ings, or like contraptions since set up by the 
“States” and by other parties self-styling and 
self-perpetuating themselves as “Boards.” No 
doubt some bums slipped through; and yet, if 
you will peruse the record, very few proved 
themselves so bad that they became convicted of 
anything in a court of justice (neglect of the 
patient and malpractice included). What other 
profession can boast such a record? 

As I define the doctor he is something com- 
plete—the physician—not merely a splinter off the 
tree of life. Do not misunderstand me—I hold 
nothing against any specialist; I query him only 
because in the process, he inclines to amputate 
himself from the total body of medicine’s succor. 

Why my high regard for this dweller on Main 
Street? It stems from the fact that the doctor 
has always been and is the great teacher of his 
community. 

The thing called a patient comes to the physi- 
cian for advice. Primarily, of course, it is for 
some kind of help in the acute dilemma; but 
aided here, he continues suppliant. But what 
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about Tommy, who got through rheumatic fever 
and wishes to become an athlete? What about 
Elizabeth, who survived a sleeping sickness and 
is headed for the Women’s Movement? What 
about Georgina, who fell into a fit the other 
night when denied a date? Does she need a stiff 
talking-to or more bromide? 

The doctor worships not only Panacea but 
Hygeia as well. In this way, everything called 
religion, education, law, economics, business and 
—Heaven help us—even finance, comes to be laid 
upon his table. It proves that the life of every- 
one is something more subtle and longer last- 
ing than his dysenteries—be it in youth, in adult- 
hood, or in old age. 

What more might the doctor be able to teach 
after he has given instruction in catharsis, diu- 
resis, and sudoresis? Hold station as I give an- 
swer: patriotism and the laws of God! 

Under the first head, I do not refer to further 
increase in the daily nonsense of a salute to the 
flag. Repetition makes sounding brass of it and 
the equivalent of the oriental prayer wheel 
which, too, travels on wind. More needed is a 
briefing on what it is that the subject has in- 
herited; thereafter, an inculcation of the neces- 
sary to maintain this inheritance. Our state-sup- 
ported schools (from the primary public through 
the land-grant colleges) should, of course, be at 
this job. Unhappily, they are not. Wherefore 
even here, there is need for the doctor. 

But no teacher can teach if he himself is un- 
clear on the subject. It is not enough even if 
somewhere along the line he has taken oath to 
support the Constitution of the United States 
of America against enemies abroad or at home. 
He must know why! 

Just what was the Declaration of Independ- 
ence? What is the Constitution of the United 
States? Why are its first ten amendments called 
a Bill of Rights? These papers are among the 
greatest political doctrines ever evolved by man. 
For more than a century and a half they have 
governed the happiest and the richest society the 
world has ever known. 

Our Commonwealth aims at justice for all its 
subjects so definitely that it is content to leave 
the writing of the rules, their interpretation, and 
their administration to three totally separated 
departments. Nowhere but here is any stylized 
set of beliefs (as exhibited in “church” or 
“party” allowed to go its way free of the staté. 


Each and every item of our Constitution can 
be changed at will; but before you amend, 
emend, correct, or corrupt, listen! Why were 
the decisions of John Marshall so fundamental? 
And what have been the effects of every amend- 
ment after the Tenth? 

Our Republic since its birth has stood like 
Athens in her grand period. She envies no one, 
is willing to give, will not be blackmailed. Con- 
sider well before you say something better might 
be achieved through more statism, socialism, 
communism, or anarchy. 

Besides knowing the better way in politics, 
the doctor needs to know the better way in bi- 
ology. The two are opposite faces of the same 
thing! Many times in the past (as in the pres- 
ent) an emperor, king, potentate, dictator, cabi- 
net, council, parliament, or congress has found 
nature’s laws irksome. Instead of inquiry into 
how the inevitable might best be met, they have 
set up laws of their own. They attempted to out- 
smart God; in latest effort, to get rid of Him 
altogether. That is why the history of man is 
so largely a listing of nothing but his failures; 
and the portent that more and better disasters 
are on the way. Lawgivers, our own included, 
mistake dropsy for growth. There is a differ- 
ence. 

The spread of man all over the earth and the 
eternally recurring recitation of his life and suf- 
ferings are the theme song of biology. Every 
element of life, like the lemmings of the earth, 
or the fish of the sea, is urged forward because 
of hunger. Each begins by eating its surround- 
ings, then its neighbors, finally its brothers. The 
internal secretion specialists lay the drama to the 
hormones; the psychoanalysts, to a_ suicidal 
mania implanted upon a constitutionally weak 
psyche. Malthus stated it for man when he said 
that so many of him live as can live miserably. 
Man is believed by many to top the living world 
because he has a soul, a psyche, or just plain 
“brains.” Actually, he has gotten where he is 
because he is the world’s best parasite. 

In this bid for survival, Wallace and Darwin 


. showed that only those best fitted survive. Their 


law explains why in any naturally competitive 
system only those continue who are youngest. 
strongest, and best. In other words, biology’s 
Garden of Eden contains no geriacs, geriatrists. 
or county asylums. Man invented these items. 

I ask you to contemplate next Lamarck, who 
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declared that virtue (the working of your facul- 
ties) pays; and Mendel, the accounting expert 
on the subject. The answer is always the same: 
you proceed if with God; otherwise, you will be 
arrested and maybe killed in the biologic traffic 
jam. 

Most of mankind has long stood in economic 
equilibrium with God. The Africans, the Chi- 
nese, the East Indians, which combined consti- 
tute most of the world’s population, have for 
several centuries at least been in the plight of 
the animals—forever on the fringe of starvation. 
The Japanese have copied the Europeans to 
escape this fate. At the moment the Russians 
ride high because they can find enough bolts 
and nuts in one hundred bestowed tractors to 
keep five of them moving. As of today, Central 
Europe and Britain still wonder if, after having 
outlived a war, they can outlive a peace. Most 
favored in biologic priority are the Anzacs and 
ourselves. 

Why has our show gone on so long? It is be- 
cause we pioneered, worked, invented, saved, 
invested, and had doctors. Such things alone 
mitigate God’s sternness. As Americans we seem 
ready to vote ourselves out of our position; and 
another war could well force us out of it. Fail- 
ure therein could add our names to the list of 
the famished; as under the new code of inter- 
national ethics, our land might become the lo- 
cale of the next pretty hangings. 

If as doctors you feel that these political, eco- 
nomic, and biologic recitations are too vague to 
be of concern to you, let’s step into your office. 
There you meet up with mankind's problems di- 
rectly—and in the raw. 

It is you who are going to be asked to give 
answer to the patient in distress. What you say 
will depend upon what you yourself know and 
believe. 

Do you yourself believe in anything beyond 
yourself—call it God, the soul, or science? Do 
you believe men equal; or that they stand en- 
titled to live because born? After that, does the 
world owe them a living? What do you think 
of the tales of East Lynne and the Scarlet Let- 
ter? What is your stand on contraception, abor- 
tion, infanticide, and prostitution? And, is pros- 
titution a problem in law, hygiene, or morals? 
Who is right, capital or labor? And when? What 
is work? Is it a privilege or a curse? What is 
feeble-mindedness, insanity, or hysteria? Where- 
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in lies virtue or vice? What is the matter with 
capital punishment, lynch law, or a mob? Why 
the heart-break over the rheumatic, the diabetic, 
or the hypertensive? What do you think of 
charity's great enterprises and of the agencies 
that implore your help every morning? How 
much of what you send them goes into book- 
keeping and how much into factual relief of the 
suffering? And, does it or do they cure any- 
thing? How do you stand on bonuses, better 
housing, bigger doles, and mothers’ pensions? 
What are your views on more heat in the home, 
Christmas dinners, and paroles? What about the 
five-day, forty-hour work week, stand-ins, and 
pledged voters? Can the errors of free enterprise 
be corrected through more governmental inter- 
ference? 

You hesitate to answer? Why? Don’t you 
think you, of all people, ought to know? The 
customers will inquire, you can be sure. 

The doctor has never believed that the truth 
could be borne in upon anyone by force. He 
does not push himself in, but enters when asked. 
Thereafter he draws no line between those high 


‘and those low in the economic level, those of 


different social class, color, or creed. He’ rarely 
condemns. Even in these days of business he 
draws no undue pay for the day’s work. These 
are the counts on which history and today have 
made all peoples trust him. His code is age-old; 
and the injection of more government into it, 
be it that of a king with his touch, or that of a 
unioneer with his, cannot improve it. The doc- 
tor’s belief and his way of action lie at the heart 
of every “religion”; it is the spirit of the Miseri- 
cordia, the internationalism of the Red Cross. 
Aesculapius, Imhotep, and Huang-Ti are 
demigods derived from once earthly physicians; 
Hippocrates, the sainted Luke, and Maimonides, 
were their followers. The Boxer uprising aimed 
to clean China of its foreigners. Mobs murdered 
even the missionaries, but not if of the medical 
variety. In the latest war, the natives of Burma 
brought food to the internees of the Japanese— 
limiting its distribution to the Americans who 
were doctors. This spirit of the physician is 
something transcendent. We incline to call it 
the spirit of Christ, but you can place it under 
any designation you please. It stands above gov- 
ernment, law, and organized charity; its spirit 
is that of men who seek, fetch, and carry. It is 
science joined to human understanding. 
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NEW SECOND EDITION 


The Mask of Sautty 


By Hervey Cleckley, M.D., Professor of Psychiatry and Neurology, University 
of Georgia School of Medicine, Augusta, Georgia. 


48 of the most perplexing paradoxes in psy- 
chiatry—the psychopathic personality—legally _re- 
garded as sane and responsible, but actually abnormal 
and irresponsible, is interpreted by Dr. Cleckley in 
vivid and absorbing writing. 


In its first edition (1941), the book was based 
primarily on experience with adult male psychopaths 
hospitalized in a closed institution. During the past 
ten years, a much more diverse group has been avail- 
able for study. Female patients, adolescents, peop!e 
who have never been admitted to a psychopathic hos- 
pital—all these in large numbers have provided 
the author with an opportunity to observe the dis- 
order in a wide range and variety of degree. 


Thus, the book has been very much enlarged and 
clearly demonstrates that the psychopathic personality 
is no rarity. He is likely to be encountered any day 
in any doctor's office—and his problem is one that 
has met with almost universal evasion at a time when 
therapeutic forces are being mustered against all other 
biologically or socially morbid conditions. 


Dr. Cleckley’s case histories have the fascination 
of a mystery novel—every page of the book is easy 
and compelling reading. He presents a new slant on 
an old problem—and offers immense help in diagnos- 
ing some of those strange figures that turn up among 
your patients. 


The C. V. Mosby Company 
3207 Washington Blvd. 
St. Louis 3, Missouri 


576 Pages 


PRICE, $6.50 


On publication of the first edition, The Mask of 
Sanity was greeted with such praise as: 


“This book combines a very real and valuable 
psychiatric discussion with the style and _per- 
suasiveness of a novel.” 


—Bulletin of The Johns Hopkins Hospitals 


“The author reinterprets the so-called psycho- 
pathic personality in that there is a mask of per- 
fect sanity concealing the real mental state of 
these people. This mask of sanity complicates the 
diagnosis, continually deceives the physician, the 
law, and the community. The book is well writ- 
ten, understandable. and the problem well pre- 
sented.” 


—United States Naval Medical Bulletin 


“Aside from the discussion of the psychopathic 
personality, probably the greatest contribution 
one finds in this small volume is the distinction 
which the author makes between this state and 
the other common types of personality disorders. 
. . . There is an easy flowing simpte style 
throughout the book, making it one of the best 
of its kind.” 


—Connecticut State Medical Journal 


Please send me Cleckley’s THE MASK OF SANITY—Second Edition. $6.50. 


(-] Enclosed find check. 


[-] Charge my account. 
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The Cytologic Diagnosis of Cancer. By the Staff of the 
Vincent Memorial Laboratory, Vincent Memorial 
Hospital. A Gynecologic Service Affiliated with the 
Massachusetts General Hospital, Boston, Massa- 
chusetts. The Department of Gynecology Harvard 
Medical School. Published under the Sponsorship of 
The American Cancer Society. Pp. 229 with 153 
figures. Price, $6.50. W. B. Saunders Company, 
Philadelphia, 1950. 


A reader interested in the problem of cytologic 
diagnosis of cancer will find this book both stim- 
ulating and helpful. It is, from the standpoint of 
the teaching art, perfect. Anyone who has strug- 
gled with the difficulties of cytologic diagnosis 
from smear preparations will greatly appreciate 
the manner in which these authors “take the 
reader by the hand” and lead him through the 
mass of diagnostic criteria, first from the normal 
cell of the area, then the abnormal cells, non- 
malignant as well as malignant. 

The illustrations are excellent. There are, side 
by side, photographs of selected areas magnified 
40 and 430 times (low and high magnification). 
Adjacent to the photograph of higher magnifica- 
tion there is a drawing, often in color, to the 
same scale. These three illustrations are corre- 
lated by appropriate labels and encircled areas. 
One has the feeling of sitting at the microscope 
with one of the authors. 

Under the heading, “Female Genital Tract,” 
the normal cells encountered are fully described 
and illustrated. There follows a description of 
the abnormal, nonmalignant cells, and then the 
various types of cancer cells. There is a descrip- 
tion of the cells of other tumors of the genital 
tract and a discussion of the changes produced 
in all of these cells by radiation. This latter por- 
tion of the book impresses one with the thor- 
oughness of the study and makes one realize that 
here is the product of long, patient research in 
the laboratory and the library. 

The cytology of the respiratory tract, the stom- 
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ach, the genitourinary tract, of pleural and of 
peritoneal fluids is similarly described. There is 
a chapter on technique of collecting material, 
preparing the film, and staining it. A complete 
bibliography is appended. 

Both the beginner and the experienced man 
will like this book. 


—Frank W. Konzecmann, M.D. 


The Autobiography of Benjamin Rush, His Travels 
Through Life Together With His Commonplace 
Books for 1798 to 1813. Edited with an introduction 
and notes by George W. Corner and now first 
printed in full from the original manuscripts in pos- 
session of the American Philosophical Society and 
the Library Company of Philadelphia. Published for 
the American Philosophical Society. Pp. 399 with 
illus. Cloth. Price, $6.00. Princeton University 
Press, Princeton, New Jersey, 1948. 


One of the outstanding figures in medicine 
around 1800 was, of course, Benjamin Rush. He 
was a busy physician, an able and constant 
writer, and a statesman. Because of his eccentric- 
ities he made many enemies as well as many 
friends. 

Rush could write vividly at times, and this 
is a good book for the bedside shelf of the physi- 
cian who likes to read a little before he goes to 
sleep. 


A Short Practice of Surgery. By Hamilton Bailey, 
M.D., and R. J. Love, M.D. Pp. 224. Cloth. Price, 
$7.36. 8th Ed. Lewis, London. 


The eighth edition of this book, profusely 
illustrated with approximately 1,200 illustrations, 
of which almost 300 are colored, is an excellent 
and most attractive text. It looks as if it were an 
ideal book for the general practitioner. The 
authors have done well to add wherever possible 
a short resume of the anatomy of the part of 
the body under discussion. They discuss the vari- 
ous manifestations of disease most frequently 
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seen. They also give the clinical features and 
the accepted form of treatment; they correlate 
these with excellent photographs of both gross 
and microscopic specimens. Whenever possible, 
the authors have included diagrammatic sketches 
which, for the student, will prove to be excellent 
memory crutches, and will assist the practitioner 
in recalling anatomic variations. 

Occasionally, however, the authors have failed 
to include certain methods of treatment which 
today are in vogue. Perhaps in later editions, 
more of the accepted types of treatment will be 
included. This is noted particularly in the treat- 
ment offered for urinary infections, such as 
pyelitis. The authors fail to include some of the 
newer drugs which have been found to be very 
efficacious. 

Notes on the anatomy, physiology, and patho!- 
ogy of the female genital tract are conspicuously 
missing, and although references are made to 
certain of its parts, they are generally vague. 
Only one gynecologic operation is described and 
that is a presacral neurectomy for dysmenorrhea. 
However, the remainder of the book is unusually 
complete, and it must certainly can be recom- 
mended as a survey of general surgery. The 
authors are to be complimented in carrying 
through the Chinese proverb that one picture is 
worth a million words. 


—Epwarp A. Banner, M.D. 


Diseases of the Foot. By Emil D. W. Hauser. Pp. 405 
with 195 illus. Price, $7.00. 2nd Ed. W. B. 
Saunders Company, Philadelphia, 1950. 


From a standpoint of mechanics and usage, 
the human foot is less able to withstand the re- 
peated minimal traumata associated with every- 
day activity than any other part of the body, 
with the possible exception of the lower back. 
It is altogether fitting that the anatomy and 
moderately complicated physiology of the human 
foot should be the subject of a medical book. 

Hauser first published a book on this subject 
in 1939. This second edition includes most of 
the material which was to be found in the first 
edition, with added illustrations and revision of 
several chapters. The more significant changes 
in this book are the rewriting of the original 
chapters on the treatment of flat feet, congenital 
talipes equinovarus, and the chapter on infec- 
tions. What the author describes as a new and 
effective method for treatment of chronic throm- 


bophlebitis, using anticoagulants and antibiotics, 
is presented in detail. 

Every j‘hysician, with the possible exception 
of the eye, ear, nose, and throat specialist, is 
faced at times with the responsibility of advis- 
ing a patient because of pain, deformity, or dys- 
function of the feet. This book will be of real 
help to any physician who has the interest of his 
patients at heart, and who is willing to under- 
take to relieve the suffering and inconvenience 
which pain in the feet produces. 

—Epwarp L. Comperg, M.D. 


Regional Heitis. By Burrill B. Crohn, M.D. Pp. 229. 
Price, $5.50. Grune & Stratton, New York, 1949. 
This small volume is a valuable resume of 

present-day knowledge in regard to a rare dis- 

ease. It is written by the man who brought the 
disease forcibly to the attention of the medical 
world. He now has seen hundreds of cases. 

In these patients, one finds a thickening of 
the wall of one or more segments of small bowel. 
Such involved segments resemble a thick garden 
hose with a narrowed lumen. The common 
symptoms are diarrhea, pain, and sometimes 
fever. The cause is not known. 

There is no specific or adequate medical treat- 
ment, and the new antibiotic drugs have not 
worked well. Accordingly, surgical treatment 
would seem to be best, and Crohn states that 
when the last segment of ileum is involved, the 
best operation appears to be ileocolostomy with 
a cutting across of the ileum orad to the dis- 
eased segment. When diseased segments are 
found in the jejunum or upper part of the ileum, 
they have to be resected. Unfortunately after a 
period of improvement, many of the patients re- 
turn with a recurrence. 


Roentgen-Ray Examination of the Digestive Tract. 
By Ross Golden, M.D. Thomas Nelson & Sons, 
New York, 1949. 


Ever since the publication of the two-volume 
loose-leaf Diagnostic Roentgenology edited by 
Dr. Ross Golden, there have been requests for 
Doctor Golden to put his chapter on “The Diges- 
tive Tract” into a separate monograph. This is 
now available under the above title with an in- 
dex and extensive bibliography added. 

The book shows the result of meticulous work 
with clinic and pathologic correlation with the 
x-ray findings in the hands of a physician whose 
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hobby or special interest has been the gastrointes- 
tinal tract throughout his career as a radiologist. 
The text is written in the succinct, direct styie 
that Doctor Golden has always used, with no 
wasting of words. After a short foreword, each 
portion of the gastrointestinal tract is taken up 
in separate chapters, is thoroughly covered, and 
well illustrated. A chapter on the biliary tract 
follows. 

The index might leave something to be de- 
sired for quick reference, but this is a minor 
shortcoming. Anyone who is interested in the 
subject will find the text interesting and will 
obtain a comprehensive approach to the roent- 
gen study of the digestive tract. It will be of 
value to both the radiologist and the general 
practitioner. The latter will receive a better un- 
derstanding of what the radiologist is attempting 
to demonstrate for him. 

The format is pleasing and the structure of 
the printed page makes reading easy. The book 
is a valuable addition to the literature. 

—Paut C. Swenson, M.D. 


Medical Books, Libraries and Collectors. A Study of 
Bibliography and The Book Trade in Relation to 
the Medical Sciences. By John L. Thornton, A.L.A., 
Librarian, St. Bartholomew’s Hospital Medical Col- 
lege, London, England. Grafton & Co., London, 
1949. 


To one who has made medical literature an 
avocation for years, this volume is a gold mine 
furnishing, as it does, much information as to 
the earliest beginnings of medical literature and 
authors, and continuing uv to the present, a dis- 
cussion of the rise of medical journals, medical 
societies, and medical publishers. The author is 
to be commended upon a tremendous job of 
chronologically recording and assembling so 
much information and presenting it so well. Not 
the least interesting portion is the section on 
private libraries. L. M.D. 


Cardiovascular Diseases in General Practice. By 
Terence East, Physician in Charge of the Cardio- 
logical Department, Kings College Hospital, Lon- 
don. Pp. 208 with illus. Cloth. Price, $4.00. 3rd Ed. 
The Blakiston Company, Philadelphia. 


This book has the advantage of being writ- 
ten for general practitioners. Interestingly, it 
has no electrocardiograms, but gives much infor- 


mation that the general practitioner would like 
to have. 


SP @ July, 1950 


Cardiography. By William Evans, M.D., D.Sc., 
F.R.C.P., Physician, Cardiac Department, London 
Hospital, England, et al. Price $6.75. C. V. Mosby 
Company, St. Louis, 1949. 


A modern text on the recording of electro- 
cardiograms and phonocardiograms and their in- 
terpretation, especially written for graduate stu- 
dents as an aid in interpreting tracings. The re- 
productions of the electrocardiograms are sharp 
and clear. The material is terse and directly to 
the point. 


—Ratpu L. M.D. 


Tobias Smollett, Doctor of Men and Manners. By Louis 
Mansfield Knapp. Pp. 362 with illus. Cloth. Price, 
$5.00. Princeton University Press, Princeton, New 
Jersey, 1949. 


Tobias Smollett was one of those unusual 
physicians who also became a famous writer. 
He received his medical degree in 1750. Osler 
used to say that medicine was a jealous mistress 
who did not tolerate philandering with other 
mistresses. Accordingly, we are not surprised to 
learn that Smollett eventually gave up medicine 
and wrote full time. His literary remains, how- 
ever, indicate that for years he had a good-sized 
practice. His knowledge of medicine does not 
seem to have been outstanding. Two of the char- 
acters which were created by Smollett are im- 
mortal: one was Roderick Random and the other 
was Peregrine Pickle. Here is another book for 
the shelf for reading at the end of the day. 


Medicine of the Year. Edited by John B. Youmans, 
M.D. Pp. 204. Cloth, $5.00. 2nd Ed. J. B. Lippin- 
cott Company, Philadelphia, 1950. 


The second issue of this book should be 
properly titled “the predictions of things to come 
in medicine.” The subject matter is divided into 
five categories; namely, internal medicine, psy- 
chiatry, obstetrics and gynecology, pediatrics, and 
general surgery. Instead of reviewing the in- 
numerable papers written during 1949, the 
editors briefly discuss only those papers which 
show progress made. Each chapter is well writ- 
ten and though brief, contains all the newer 
ideas that are of interest to the general prac- 
titioner. 

The short section on allergy represents a good 
evaluation of the outlook of the specialty, as 
well as an adequate review of the contributions 
that were important during the past year. The 
section on endocrinology is properly limited to 
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of vitamins b and c 


Depletion of the critical water-soluble 
B complex and C vitamins occurs so 
commonly in the presence of physical 
pathology, as to make a presumption of 
nutritive impairment? almost axiomatic. 
Essential to normal cell metabolism and wound 
healing, these poorly-stored, readily-diffusible factors 
must be replenished — usually by massive dosage 
— if tissue rehabilitation* and return to health* are 
to be expedited. * Allbee with C ‘Robins’ provides this all-important 
“saturation dosage” in convenient capsule form. It incorporates 
the important B factors in 2 to 15 times daily requirements, plus 
250 mg. of vitamin C — the highest strength of ascorbic acid 
available today in a multi-vitamin capsule. * Its prescription 
represents a sound contribution toward decisive recovery from 
disease, or toward pre- and post-operative nutritional support.! 


A. H. ROBINS CO., INC. - RICHMOND 20, VA. 
Ethical Pharmaceuticals of Merit since 1878 


FORMULA: Each Allbee with C capsule contains: 
Thiamine hydrochloride (B:) 
Riboflavin (Bz) 
Nicotinamide 
Calcium pantothenate 
Ascorbic acid (C) 

REFERENCES: 1. Coller, F. A. and DeWeese, M. S.: Preoperative and 

Postoperative Care, J.A.M.A., 141:641, 1949. 2. Jolliffe, N. and Smith, J. J.: 
Med. Clin: North America, 27:567, 1943. 3. Kruse, H. D.: Proc. Conf. 
Convalescent Care, New York Acad. Med., 1940. 
4. Spies, T. D.: Med. Clin. North America, 27:273, 1943. 
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the theoretical aspects of etiology and not of 
treatment. It is understandable and provocative, 
but does not lead to false hopes of a panacea. 
Some readers may object to the fact that certain 
subjects are either not mentioned or only 
touched upon in passing. This is as it should be 
or else the book would lose its appeal. It is a text 
that can be read very quickly, but because of 
its contents will be read over and over again. 
—W. D. Paut, M.D. 


The Cost and Financing of Social Security. By Lewis 
Meriam, Karl T. Schlotterbeck, and Mildred 
Maroney. Pp. 184. Cloth, $3.00. The Brookings 
Institution, Washington, D. C., January, 1950. 


As stated in the introduction, Congress has 
under consideration recommendations for a 
social security program more elaborate and costiy 
than any other nation has adopted. But the peo- 
ple can only intelligently evaluate such a pro- 
gram if the cost is apparent. Our program is so 
designed that only persons who will devote care- 
ful study to it can appreciate the prospective 
future costs. This book attempts to present a 
brief analysis of the costs and benefits of the 
proposed expansions to our social. security system. 

The first four chapters are primarily factual 
reports of the four major divisions of existing 
and proposed social security programs: Old Age, 
Survivors, and Disability Benefits, Unemploy- 
ment Compensation, Compulsory Sickness In- 
surance, and Public Assistance to the Needy. 

One chapter discusses an important and un- 
answered question involved in any program of 
social security, “Who are the needy?” Under 
some proposals it appears that the chronically 
poor would enjoy greater benefits than the 
thrifty. Other programs that provide benefits to 
special groups such as veterans and workers con- 
tributing or earning benefits under private plans 
are described. 

The conclusions of the authors are that “A 
fundamental and apparently inescapable fact is 
that at any given time the active workers en- 
gaged in production must supply the great bulk 
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of goods and services consumed by those draw- 
ing social security benefits.” 

Another significant point that all workers 
should realize is that although there is strong 
pressure at present to place a substantial portion 
of the cost of social security benefits on the em- 
ployer through payroll taxes, in the long run the 
cost is passed on to the consumers, the workers 
themselves. The appearance of taxing the em- 
ployer, however, has real political advantage 
since many workers feel they are obtaining the 
benefits at the employer's expense. 

—Cuarves E. Nyserc, M.B.A. 


The Doctor's Profession. Edited by Daniel T. Jenkins. 
Paper cover, $0.63. Student Christian Movement 
Press, London, 1949. 


This is a modest little volume containing 
much food for thought. It is the outcome of a 
series of discussions among Christian physicians 
meeting in London. 

The deficiencies of the doctor who is a tech- 
nician and nothing more are well portrayed. 
Ethical problems are discussed, a number of 
which seem at first not to be related to any 
question of ethics, such as the production of 
semen for artificial insemination. Both Protes- 
tant and Catholic viewpoints are given. 

Concerning psychiatry and the Christian 
physician, it is wittily said, “Psychiatrists often 
tend to have an exaggerated idea of what they 
and their methods can accomplish. . . . They 
are not much interested in religion because the 


analyst must be omniscient and omnipotent, and 


there can be only one Jehovah.” 

Medical students and physicians must guard 
against the attraction of money as opposed to 
the highest type of practice: “The success of a 
business man is measured by the amount of 
money that he earns. The success of a scientific 
physician should be measured by the amount of 
money he refuses to earn.” 

This is a stimulating book that can well be 
read after hours. —Ratpu L. Gorreti, M.D. 


GITALIGIN 


Amorphous Gitalin—Cardioactive Giycoside of Digitalis Purpurea 


(ji-tal -i-jin) 


In a 4 year study, utilizing a series of carefully con- 
trolled clinical evaluations, Batterman, DeGraff and 
coworkers*, found Gitaligin to be a 


4 digitalis preparation of choice 
for the usual treatment 
of the patient with congestive 
heart failure. ?? 


*Batterman, A. C. and coworkers : Studies with Gitalin (amorphous) for treat- 
ment of Patients with Congestive Heart Failure, Federation Proceedings 
9 :256-257 (March) 1950. 
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p> Academy Yeports Chapler News 


REPORY OF THE EXECUTIVE SECRETARY 


St. Louis, Missouri, February, 


Last YER, in my annual report, I said that the 
state of the Academy was good. Today, I am 
happy to tell you that the state of the Academy 
continues to be good. 

If this statement sounds familiar to you, per- 
mit me to offer the assurance that any similarity 
between this annual report and President 
Truman’s recent message on the state of the 
union ends at this point. 

The attempts of Messrs. Truman and Ewing 
to destroy one of the vestigial rights of freedom 
in our country—the right to choose and pay for 
one’s own doctor—the attempt to supplant this 
with a system spawned in the fetid soil of social- 
ism received a serious set-back during the year. 

The President's proposal to elevate Ewing to 
cabinet status and thus give him a more power- 
ful instrument for the dissemination of propa- 
ganda for sickness insurance was soundly de- 
feated in the Senate. 

Do not underestimate the importance or the 
significance of this development. This was per- 
haps the first turning point in the insidious 
move for socialized medicine in this country dur- 
ing the past 18 years. Remark, for instance, that 
for the first time in nearly two decades, the 
President submitted a tax message to Congress 
last month that contained no attempt to use the 
taxing power of the Federal government for 
some social or ideological reform. 

The atmosphere has changed. I do not mean 
to imply that this battle is won—it is to be hotter 
than ever during the next two years. It is not 
too much to say that in this critical period final 
decision will be made on the system of political 
economy under which the citizens of this coun- 
try are to live in the future. 
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But the path has veered slightly. Witness the 
vague and unenthusiastic remarks the President 
had to offer about “health insurance” in his last 
official message to Congress. 

The turning point came in the defeat of the 
President's reorganization plan No. 1. And, the 
American Academy of General Practice played 
an important role in defeating this proposal. 

This, ladies and gentlemen, is significant. It 
serves to underline the enormous potential power 
of the Academy and it points the way in which 
that power can best be used on the national 
scene. The Academy, following policies laid 
down by this Congress of Delegates last year, 
has not gone to Washington with a separate 
voice for medicine. It has occupied its place in 
the solid ranks of organized medicine, using its 
considerable weight for the good of the whole. 
As Doctor Robins has just pointed out in his 
masterful address to you, any other course would 
be disastrous for medicine. 

But, when word came down the line that ac- 
tion was required on the attempts to boost Mr. 
Ewing into a strategic spot for the opposition, 
the Academy swung into action. The Commit- 
tee on Legislation and Public Policy acted 
promptly. Telegraphic appeals went out to our 
state chapters. The result was spectacular. Sea- 
soned Washington lobbyists were astounded at 
the pressure that began to be felt in Congress 
from “back home.” A legislative proposal that 
nearly everyone thought would pass unani- 
mously, was decisively defeated. 

The entire credit does not belong to the Acad- 
emy, of course. But, its influence was felt, 
promptly and effectively. 

This gives a hint of the strategic position the 
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American Academy of General Practive will fill 
in the years ahead while the issue of socialized 
medicine is debated in the forum of public opin- 
.ion. Dr. Marjorie Shearon, for instance—a 
ubiquitous and unofficial representative for 
medicine in Washington—recently made a trip 
to England to study the British health system. 
Perhaps some will accuse her of being too 
critical of the British Medical Association, but no 
one denies that she is a keen and competent 
student of the problem of socialized medicine. 
Here is the significant statement she sent back 
to be published in the December 15 issue of her 
weekly bulletin: 

“It is common knowledge the BMA sold the 
profession down the river last year by advising 
that opposition to the Government scheme was 
no longer possible. British doctors had only one 
organization to fight for them. It didn’t fight. 
They did not have an A.A.P.S. nor an Ameri- 
can Academy of General Practice.” 

This is the sort of thing I had in mind when 
I referred in my annual report last year to the 
conspicuous position the Academy had attained 


in the world of organized medicine in such a phe, _ 


nomenally short time. A few years ago the gen- 
eral practitioner was tritely referred to as the 
“forgotten man” of medicine. Today, one can be 
reasonably sure that in any discussion of medi- 
cal affairs by any kind of group, general prac- 
tice will be mentioned at some point in the con- 
versation. 

In the nature of my work, it is my obligation 
to attend some kind of medical conference, on 
behalf of the Academy, almost every week. Dur- 
ing the past year I have frequently remarked to 
myself, with mingled pride and amusement, that 
regardless of the purpose or makeup of the meet- 
ings, a surprising number of them develop into a 
discussion of the problems, the importance, and 
the future of general practice. I am sure all of 
you have made the same observation. 

This is one of the direct and tangible results 
of the very existence of the Academy. The for- 
mation of this vital new organization less than 
three years ago, the creation of 44 active state 
chapters, and the enrollment of more than 10,000 
members in every state in the union has created 
currents of influence that are already bringing 
about a renascence in the basic element of our 
system of medical practice. 

At least once every week, during the past 
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year, some officer of the Academy has partici- 
pated in a meeting, somewhere in this broad 
country, where he was invited to represent the 
American Academy of General Practice. 
Whether it is so intended or not, the fact is that 
in filling such an engagement, our representa- 
tive speaks with the concerted and unified voice 
of the 100,000 general practitioners in America. 
Even some of our own members may not have 
been fully aware of this profoundly important 
fact. 

There are different views among our mem- 
bers as to the total number of members we can 
have and should have in the Academy. Opin- 
ions vary all the way from the present number 
to 80,000 or 90,000. Whatever the ultimate 
maximum may be, the important fact is that 
the Academy stands as the sole and official 
representative of the whole group which makes 
up more than two-thirds of the profession in 
this country. 

Last year at this time I reported to you a 
total of 7,373 members whose election had 
been certified by state chapters and whose en- 
rollment had been completed at headquarters. 
As of the first of January this year, that number 
had increased to 10,395; new members have 
been added to the roster at a fairly steady rate 
of about 250 per month. 

If some of our members are inclined to be 
disappointed by this record, I would point out 
that no medical organization in the history of 
the profession has ever enjoyed such rapid 
growth; few organized movements in any other 
field of human endeavor have achieved so many 
members in such a remarkably short time. 

At the Academy’s booth in the scientific exhi- 
bit here, you will see a chart depicting its 
growth. The remarkably uniform rate of increase, 
that has as yet shown no indication of flattening 
out, affirms the soundness of our principles and 
our program. In organizations, as in living organ- 
isms, gradual steady growth is healthy growth. 

The truth is that we have taken in new mem- 
bers about as rapidly as we could process their 
enrollment. More rapid increase would have 
required that practically the entire attention of 
our staff be devoted to this business alone, leav- 
ing proportionately less time for the acccmplish- 
ment of the goals for which the organization 
was founded. The complex structure of our or- 
ganization, with constituent state chapters and 
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component county branches, demands an inordi- 
nate amount of clerical work to complete the 
enrollment of a single member. It is to be hoped 
that in another year or two we shall have ob- 
tained 20,000 or 23,000 members and can devote 
a larger share of the energies of our headquarters 
staff to other important tasks at hand. 

We need about 5,000 more members to ex- 
ceed the total membership of the American 
College of Surgeons, and thus become second 
only to the American Medical Association in 
total numbers. The substantial progress already 
achieved toward the accomplishment of our 
basic goals removes any doubt that we shall 
eventually enjoy a membership at least this large. 
Whether we pass the mark next year or the 
year after seems to me relatively unimportant. 

The important thing is that the American 
Academy of General Practice has been accepted 
by the rest of the profession as the representa- 
tive of and the spokesman for the general prac- 
titioners of America. A place for it at the council 
table in the citadel of medicine is assured. The 
extraordinary attendance and the unequaled en- 
thusiasm at this meeting and last year’s initial 
Assembly are proof that we are here to stay. 

The publication of our journal GP next month 
will undoubtedly stimulate membership appli- 
cations. You will hear more about GP from the 
publication committee. Permit me to assure you 
that it will attain the standard you expect of it; 
it will be the best in the field. A pre-publication 
issue distributed to the advertising trade has 
caused widespread comment. Competitive na- 
tional journals are laying down a heavy barrage 
to secure their positions. Our journal will create 
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something of a sensation in the field of medical 
publishing. In developing it we have followed 
exactly the same principles we adopted for our 
first annual Assembly. It has to be good; it will 
be good. 

The applause for the first meeting has barely 
subsided, as most of you know. Proof that we 
achieved an enviable record last year is to be 
found in the response of technical exhibitors 
when we accepted applications for space for 
this meeting. Manufacturers were inclined to be 
a trifle skeptical when we solicited them for ex- 
hibit space for the first meeting of a new and 
untried organization. We had some difficulty 
in disposing of 67 booths to 57 exhibitors. 

The program was so outstandingly excellent, 
the enthusiasm so phenomenal, the entire meet- 
ing was such a complete and brilliant success 
that we encountered something of a stampede 
when applications for booths at this meeting 
were accepted. At 9:00 a.m., on the morning 
of November 7, we opened applications for the 
sale of 162 booths costing about $40,000. In less 
than 40 minutes we were sold out! This is some 
kind of a record. I hope each of you will make 
it a point to let the technical exhibitors know 
that we appreciate their prompt action and their 
confident support. 

I think we may expect the same kind of in- 
terest from advertisers after our journal has been 
in publication for a year. The initial response is 
most encouraging. I would remind you, how- 
ever, that publication of the kind of journal our 
committee has in mind is a costly undertaking. 
It is our front window; there will be a tendency 
to judge our entire program from the journal 
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alone. For this reason it must be of impeccable 
quality. These factors have caused the Publica- 
tion Committee to delay the first issue until it 
could be certain that the product was as good 
as the intention. For these reasons the Finance 
Committee is prepared to incur a substantial 
deficit during the first year of publication. 

I mentioned a moment ago that the journal 
would doubtless stimulate membership. After 
all, with an annual subscription rate of $10, 
one can become an active member of the Acad- 
emy for just $5 more. Compared to other na- 
tional medical societies, dues of the Academy 
are low. It now costs $37.50 a year to belong to 
the A.M.A. and receive its journal. Annual dues 
to the American College of Surgeons are $40. 
Dues to many specialty societies are even higher. 
And, it is perhaps worth mentioning that there 
is only one national society for general practice; 
most limited practitioners are expected to pay 
dues to three or four in the same specialty. 

Of the numerous resolutions adopted by the 
Congress of Delegates last year, four called for 
affirmative action: 

(1) One directed that copies of a statement 
opposing socialized medicine should be for- 
warded to the President of the United States, 
the Federal Security Administrator, and all mem- 
bers of Congress. This was promptly done. You 
will hear of the results in the report of the 
Committee on Legislation and Public Policy. 

(2) Another directed that an endorsement of 
the A.M.A. educational campaign against so- 
cialized medicine be communicated to the sec- 
retary of the A.M.A. This was done and an 
appreciative acknowledgment was received. 

(3) The third called for the appointment of 
a committee to study the problems of medical 
care insurance. A special committee was ap- 
pointed by the Board of Directors, with Dr. Jack 
DeTar as chairman, to maintain a liaison with 
the Blue Shield plans. 

(4) The fourth recommended that the activ- 
ities in public relations be expanded to the 
fullest extent. This has been done to the extent 
permitted by Academy finances. 

Public relations, after all, is a much abused 
and much misunderstood term. Mere publicity 
accomplishes nothing unless it is calculated to, 
and actually does, contribute toward achieve- 
ment of the basic aims of the Academy. Such 
publicity will defeat its purpose if it is too fla- 
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grant or too obvious. Hence, subtle, indirect 
methods accomplish far more than direct ones. 

I doubt that anyone is unaware that the daily 
press and popular magazines of widest circula- 
tion abound with favorable articles about gen- 
eral practice these days. Suffice it to say that all 
of these do not result from pure coincidence. The 
headquarters office has a hand in a very large 
proportion of these articles and news stories, 
though not in all of them, to be sure. 

Meanwhile, it would seem that the larger 
job of public education concerning the threats 
of socialized medicine can best be done by the 
A.M.A. with the considerable sums and expert 
talent it has at its disposal. 

An account of the comprehensive activities 
of the Academy will be found in the reports 
of committees. They will demonstrate that we 
have had a busy year. Each action reported to 
you by a committee chairman, each project un- 
dertaken or completed, depends for its validity 
upon the basic principles upon which the very 
existence of the Academy rests. 

The purposes of the Academy are set out in 
its Constitution. These are not, however, iden- 
tical with the principles that give vitality to its 
program. What are these principles; in which 
we all believe? 

Running through the reports of all these com- 
mittees, I think you will find certain assump- 
tions, truths so self-evident as to need no recita- 
tion. Put together they form a kind of creed, 
a creed that has bound the members of this 
Academy together in a common endeavor. It is 
worthwhile, perhaps, at this point in your delib- 
erations to state them. These tenets fall, it 
seems to me, under five general headings. We 
believe that: 

First: A system of medical practice in which 
both doctors and patients are free agents, un- 
fettered by governmental control, will, notwith- 
standing admitted deficiencies, guarantee to the 
American people the finest possible quality of 
medical care. Any effort to improve the distribu- 
tion or availability of medical care through com- 
pulsion will create evils and disadvantages that 
far outweigh any theoretical benefits. The social 
problems of sickness can be solved through vol- 
untary means and agencies; the government's 
role in medical care should be supplemental to 
the voluntary efforts of free citizens. 


Second: The strength and value of any system 
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of medical practice must ultimately rest upon the 
foundation of general practice—it can be no 
better than this basic foundation. The consum- 
ing public will benefit most if each family has 
a family doctor as a health consultant and ad- 
viser. Furthermore, the cost of medical care will 
be minimized if the family doctor is consulted 
first in all cases of illness. In his key position 
as family physician, the general practitioner is, 
and should be regarded as, a specialized practi- 
tioner performing a service that cannot properly 
or safely be performed by any other type of 
practitioner. 

Third: The practice of medicine is a public 
trust. Every physician owes a duty to himself, 
to his patients, to his profession, and to his 
country. He is obligated to participate in the 
political activities of his nation, in the civic life 
of his community, in the organizational work 
of medicine, and in the scientific aspects of his 
profession. 

Fourth: Every competent physician should 
have access to the facilities of a hospital in his 
community, where, within the limits of his train- 
ing and experience, he should be privileged to 
care for his patients as a member of the active 
staff. Such privilege should carry the corollary 
obligation to participate in the educational activ- 
ities of the hospital and to subject himself to 


the supervisory and disciplinary control of the 
staff organization. 
Fifth: The practice of medicine is a con- 
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tinuing discipline; no physician can keep abreast 
of scientific progress without engaging in sus- 
tained postgraduate studies. Facilities for such 
continuation study should be made available to 
every practicing physician. 

These, I think, are the principles which in- 
spire the officers and the committee members 
representing this Academy to give unsparingly 
of their time and effort in its behalf. These 
principles stand as a cynosure to your executive 
secretary in his endeavors to carry out the policies 
and dictates laid down by this Congress of Dele- 
gates and the Board of Directors. They guide 
the loyal members of the staff at headquarters. 

Though they are perhaps clumsily stated, 1 
think it is these inviolate doctrines that have 
impelled you who serve in this Congress to 
leave your homes and your practices (some of 
you at real financial sacrifice) to devote several 
days to a cause in which you believe. Such devo- 
tion to principles as this is bound to lead to some 
progress and to result in some lasting contribu- 
tion. 

Each of you will profit, too, I think, in achiev- 
ing the emotional, professional, and social ma- 
turity that comes only from the free interchange 
of views with your peers and colleagues. 

There are few here, I venture to say, whose 
lives are so rich and so full that they will not be 
made richer and fuller by sharing in the expe- 
rience to which it is my privilege now to invite 
you. —Mac F. Canar 
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CHAPTER NEWS 


Four New England chapters have recently 
organized a group for the purpose of coordinat- 
ing efforts in postgraduate education. Participat- 
ing chapters include Massachusetts, Connec- 
ticut, New Hampshire, and Rhode Island. 
The new organization, whose chairman is Dr. 
John R. Fowler, president of the Massachusetts 
chapter, has been called the New England Asso- 
ciation of the Academies of General Practice. 

Dr. Stanley Truman, president of the Ameri- 
can Academy of General Practice, and Dr. Ivan 
C. Heron were recently honored by the Cali- 
fornia chapter. At a meeting in Fresno, March 
26, the officers voted to establish two annual 
lectures to be known as the Stanley R. Truman 
Lecture and the Ivan C. Heron Lecture. Both 
men are pioneer organizers of this chapter. After 
the meeting, the new chapter at Fresno was host 
at a cocktail hour. 

“The Status of the General Practitioner In 
and Out of the Hospitals of Today” was the sub- 
ject discussed at a program held by the Los 
Angeles County Section on General Practice, to- 
gether with the Los Angeles County Medical 
Association on June 21 in Los Angeles. 

Members located in the Gulf Coast area of 
Texas have organized a local chapter of the 
Texas academy. Dr. Stanley Ewing is the new 
president, Dr. William C. Ghormley, president- 
elect, and Dr. William Horbaly, secretary-treas- 
urer. 

A charter was granted to the Lorain County 
(Ohio) Post Graduate Academy of General 
Practice by the state organization on April 28. 
Dr. Charles R. Meek is the president. 

Cleveland was the site selected by the Ohio 
academy for its annual meeting on May 16. This 
chapter has had an increase of 157 members in 
the past year. 

The Board of Directors of the New York 
State chapter has accepted the invitation of the 
Rochester Regional chapter to hold the 1950 
Annual Assembly in Rochester, October 16, 17, 
and 18. This meeting will be synchronized with 
the celebration of the 25th anniversary of the 
School of Medicine and Dentistry of the Uni- 
versity of Rochester. More than one thousand 
family doctors are expected to attend. 
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Family Lectous Cutnumber 
Specialists Two to One 


NEARLY two out of every three physicians in 
private practice in this country are family 
doctors. 

This is brought out by the American 
Medical Association’s recent count of physi- 
cians in connection with its publication of the 
18th edition of the American Medical Direc- 
tory, according to Frank V. Cargill, Chicago, 
directory editor. 

The new directory shows that the physi- 
cians of the United States are in the following 
classifications: 72,550 are in general practice 
and 22,976 are in general practice but give 
some attention to a specialty; 54,891 limit 
their practice to a specialty; 12,536 are in 
federal government service; 9,700 are re- 
tired or in fields not related to medicine; 
3,737 are in administrative, editorial, or other 
executive positions related to medicine, and 
24,887 are interns, resident physicians, or 
full-time physicians in hospitals.—From a 
News Release of the American Medical As- 


sociation. 


Dr. Vito S. Lee was elected president of the 
Oneida New York chapter at its first meeting in 
Utica, April 27. 

A symposium on “What's New in Medicine” 
was presented by the Will-Grudy County chap- 
ter of the Mlineis academy on May 17 in Joliet. 
Principal speakers were John J. Fahey, M.D., 
senior orthopedic surgeon, St. Francis Hospital, 
Evanston; Harold C. Voris, M.D., clinical pro- 
fessor of neurosurgery, Stritch School of Medi- 
cine, Loyola University; and J. Charles Mc- 
Milan, M.D., assistant clinical professor of medi- 
cine, University of Illinois College of Medicine. 

General Surgery and Surgical Specialties were 
the subjects of the postgraduate symposium 
sponsored by the Arkansas chapter and the 
Arkansas Medical Society. The program was held 
at the University Hospital and School of Medi- 
cine at Little Rock, June 5, 6, and 7. 

Several chapters have recently held election 
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e To some, the needle and syringe are 
harbingers of relief from the disturbing 
symptoms of estrogen deficiency. To 
others, their very sight is torture. 


The fearful, timid woman 
may be the one of large frame, 
in the man-tailored suit, while 
her fluttery sister in ruffles and 
bows accepts the needle without 


@ quiver. 


Estrogenic Substances-Breon from 
natural sources are for parenteral in- 
jection. Some menopausal patients 
report—aside from the effect on vas- 
omotor symptoms—a welcome sense of 
well-being and relaxation from such 
natural estrogens. 


For those to whom the convenience 
and economy of oral administration are 
important, Diethylstilbestrol Dipro- 
pionate Caplets-Breon are available. 


The physician has, between these 
two aids, wide latitude in type, in po- 
tencies, and in route of application. 
With them he can satisfy both the 
needs and the preference of his patients. 


Estrogenic Substances 


in Oil Solution-Breon 
ampuls of 10,000 I.U. per cc and multiple 
dose vials of 10,000 and 20,000 I.U. per ce. 


Diethylstilbestrol Dipropionate 


Caplets-Breon 
0.2, 0.5, and 1.0 mg. 


George A. Breon «. Company 


KANSAS CITY, MISSOURI 


RENSSELAER, N. Y. 
ATLANTA 
SAN FRANCISCO 
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of officers. On April 19, the Indiana chapter 
elected Dr. Maurice V. Kahler, president; Dr. 
Clarence Rommel, president-elect; and Dr. Erwin 
Blackburn, vice-president. Dr. Norman Booher 
is the secretary-treasurer. 

At a meeting on May 4, the Chautauqua 
chapter of New York elected Dr. Edward 
Schwabe, president, Dr. G. A. Soderstrom, vice- 
president, and Dr. Ernest Homokay, secretary- 
treasurer. 

Bill Vaughn, feature writer for the Kansas 
City Star, was the guest speaker at a meeting of 
the Greater Kansas City Academy of General 
Practice on May 18 at Millburn Country Club, 
Kansas City, Missouri. Dr. P. J. O’Connell, a 
practicing Kansas City physician for forty years, 
was presented the “General Practitioner of the 
Year” award. Joseph Getelson, M.D., was elected 
president at this meeting. Other officers are: Dr. 
P. C. Quistgard, vice-president; Dr. R. Paul 
Wright, secretary; and Dr. Mary Cortner, treas- 
urer. 

The Mississippi chapter and the Massachu- 
setts chapter held annual meetings in May. The 
Second Annual Meeting of the Mississippi chap- 
ter in Jackson May 8 included scientific lec- 
tures, discussion period, and a banquet and 
dance. 

Dr. Samuel H. Proger, director of the Joseph 
H. Pratt Diagnostic Hospital, conducted clinics 
at the Annual Clinical Meeting of the Massa- 
chusetts chapter in Boston, May 10. 

Several postgraduate courses and lectures have 
recently been given by various chapters. On 
May 15 in Memphis, Tennessee, a series of 
postgraduate lectures on cancer were held by the 
Academy of General Practice of Memphis and 
Shelby Counties. 

At the request of the Kentucky chapter, the 
University of Tennessee College of Medicine 
presented in May a postgraduate course in six 
fields of medicine. The program, given for six 
consecutive weeks at the Jennie Stuart Memorial 
Hospital in Hopkinsville, Kentucky, started 
April 26. 

During the State Medical Association meeting 
in Macon, April 20, the Georgia chapter met 
for luncheon. At the present time, this chapter 
is in the midst of a campaign for establishing 
residencies of general practice in hospitals of 
Georgia. 
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Tue Memsersuip Directory of the American 
Academy of General Practice is now being re- 
vised. Tentative plans call for the new printing 
in September so that the 1950 edition of the 
Directory will be in the hands of all members 
early in October. 


In order to meet this schedule, it is necessary 
to establish a deadline of July 31 for entering 
new names and for recording any changes of 
address. State chapters are therefore requested 
to process all applications promptly and to for- 
ward them to the headquarters office as soon as 


possible. 


The Medical College of Georgia announces 
the 7th Graduate Course in Endocrinology to be 
given September 4 to 9. The lectures are de- 
signed for the practicing physician. . 

In Huntington on May 14, the’ first of a 
series of one-day scientific meetings was held by 
the West Virginia chapter. Succeeding meet- 
ings are scheduled for Wheeling, Beckley, 
Clarksburg, and Bluefield. 

A banquet and special entertainment were 
held following the 1950 Scientific Session of the 
Pennsylvania chapter in Harrisburg, May 25 
and 26. 

Duluth was the site selected for the June 12th 
meeting of the Minnesota chapter. 

The 30th Annual Session of the Southern 
Pediatric Seminar will be held in Saluda, North 
Carolina, July 17 through July 29. This semi- 
nar is a postgraduate summer course devoted to 
“Better Babies in the South.” An Obstetrical 
Week is scheduled for July 31 to August 5 in- 
clusive. Speakers at the seminar include some of 
the South’s leading doctors, both on University 
faculties and in active practice. M. A. Owings, 
Saluda, Executive Secretary of the Seminar, is 
in charge of reservations. The registration fee is 
fifty dollars ($50.00) for all three weeks, or 
forty dollars ($40.00) for the Pediatric meeting 
alone. 
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For Daytime Sedation .............. 
In the Aged 


Urging the “selection of specific barbiturates for specific purposes,’ Dripps' writes of his 
7 results with Butabarbital Sodium (Butisol Sodium): 
“Fifteen of the patients receiving prolonged sedation were 65 years of age or older. The 
results of 15 mg. doses in these patients were remarkably good. The patients were 
suffering from such conditions as peptic ulcer, coronary occlusion, hyperthyroidism, 
congestive heart failure and hypertension . . . 


“Anxiety states in the older age groups appeared to respond well to small doses 
of the sedative.” 
The action of Butisol Sodium is “intermediate between the fast-acting derivative, pento- 
barbital, and the longer-acting barbital and phenobarbital.’” 
Butisol is “destroyed fairly rapidly in the body.’? With proper ‘anita of dosage 
there is no cumulative action and a minimum of lethargy and “hang-over.” 


DOSAGE Elixir Butisol Sodium, 0.2 Gm. 
oa ees 3 gr.) per fl. oz. Also Capsules and Tablets, 0.1 


m. (1% gr. ); "Tablets. 15 mg. (% gr.), 30 mg. 
(% gr.) and 50 mg. (34 gr.). 


1. Dripps, R. D.: Selective Utilization of Barbi- 
turates, J.A.M.A. 139:148-150 Wan.15) 1949, 
2. New & Nonofficial Remedies, Council on 
Pharmacy and Chemistry, A.M.A., J. B, 
as Lippincott, 1948, pp. 452-453. 
- 3. New & Nonofficial Remedies, Council on 
Pharmacy and Chemistry, A.M.A. J. B, 
Lippincott, 1948, p. 453. 


COUNCIL ON 
PHARMACY 


ai 
McNEIL LABORATORIES, INC., PHILADELPHIA 32, PENNSYLVANIA 
: 


MANUAL ON THE ESTABLISHMENT AND OPERATION 
OF A DEPARTMENT OF GENERAL PRACTICE IN HOSPITALS 


Prepared by the COMMITTEE ON HOSPITALS, AMERICAN ACADEMY OF GENERAL PRACTICE 


THE pusuic has in recent years become con- 
scious of needing well-trained doctors who can 
take complete charge of the medical require- 
ments of the family. In time of illness or injury, 
most people want a family physician to care for 
them who will call for specialized assistance 
when he feels it is indicated. To properly fill 
this role of family doctor, the general practi- 
tioner must have access to hospitals and to all 
the specialized equipment and assistance avail- 
able in these modern institutions. 

There has been for several decades a tendency 
to set up restrictions that have limited to special- 
ists the practice of medicine in hospitals. With 
the public, the medical profession is now be- 
coming aware of the paradox in such a situation. 
Steps are being taken to correct it. The Ameri- 
can Medical Association, the American College 
of Surgeons, and specialist organizations have 
passed resolutions recommending that general 
practice departments be established and many ar- 
ticles have been published on integrating the 
general practitioner into the hospital medical 
staff and awarding him hospital privileges based 
on his individually demonstrated ability. 

The Joint Committee for the Coordination of 
Medical Activities has expressed concern that 
the tendency to exclude the general practitioner 
from hospital staff privileges is having the effect 
of making it impossible for the general practi- 
tioner to obtain the advantages of modern hos- 
pital facilities for the treatment of his patients. 
They have recommended that a long range pro- 
gram be formulated on the part of all profes- 
sional bodies concerned. The immediate need, 


Members of the Committee on Hospitals are: John 
O. Boyd, Jr., M.D., chairman, Roanoke, Virginia; 
F. G. Benn, M.D., La Mesa, California; Harry 
R. Mendelsohn, M.D., Cincinnati, Ohio; John R. 
Bender, M.D., Winston-Salem, North Carolina; L. T. 
Henderson, M.D., Detroit, Michigan; Vincent Fischer, 
M.D., Rochester, New York; E. P. Hall, M.D., Fort 
Worth, Texas; Louis H. Weiner, M.D., Philadelphia, 
Pennsylvania; Charles E. Nyberg, M.B.A., Kansas City, 
Missouri. 
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the Joint Committee felt, was the integration 
of general practitioners into the hospital staffs 
throughout the country. To accomplish this it 
was recommended that the Council on Medical 
Education and Hospitals of the American Medi- 
cal Association develop, as soon as possible, sev- 
eral alternate plans. The Joint Committee fur- 
ther recommended that the American Medical 
Association and other professional organizations, 
as well as the hospital .associations in their re- 
gional and annual meetings and in their pub- 
lications, give prominent place to discussion of 
how this hospital staff integration can best be 
accomplished, in order to make available for 
each eligible physician and his patients all the 
facilities provided in the community for medi- 
cal care. 

Up to the present time a blueprint for the or- 

ganization and operation of a Department of 
General Practice that insures good medical care 
for the patient and the right of all qualified 
physicians to practice in hospitals, has not been 
developed. This lack of a satisfactory plan has 
been responsible for the failure of many hospitals 
to initiate a program to integrate qualified gen- 
eral practitioners into the medical staff. 
- The American Academy of General Practice, 
recognizing its responsibility to advance con- 
structive recommendations and methods for in- 
tegrating the general practitioner and his de- 
partment into the active staff, offers the fol- 
lowing specific suggestions for the establish- 
ment and conduct of Departments of General 
Practice. 

In a signed statement, Malcolm T. Mac- 
Eachern, M.D., Director of the American Col- 
lege of Surgeons, has stated: “The content of 
this Manual is consistent with the policies pre- 
viously adopted by the American College of Sur- 
geons, and the principles expressed herein will 
be incorporated in the future revision of the 
‘Manual on Hospital Standardization.’” 

The Academy is cognizant of the fact that 
with privilege there must also be responsibility. 


a major step 


in rehabilitation of the 
parkinsonian patient 


9999609954954 
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Treatment of the Parkinsonian syndrome with PANPARNIT was ob- 
served by Schwab and Leigh’ “to be superior to the previous medication” 
in 65% of cases. With a careful regimen of gradually increasing dosage, 
“very satisfactory results with this new compound will follow.” 


By reducing rigidity and tremor PANPARNIT frequently enables the 
Parkinsonian patient to resume a more nearly normal life ... to perform 
simple daily tasks, to feed, to shave, and to dress himself. Improvement 
of physical status leads to increasing self-reliance and a happier frame 
of mind—a major step toward mental as well as physical rehabilitation. 


A totally new synthetic drug, PANPARNIT offers the advantages over the 
belladonna alkaloids of frequently affording more satisfactory relief 
and rarely causing disturbances of vision or dryness of the mouth. 

1. Schwab, R. S. and Leigh, D.: J.A.M.A. 139:629, 1949, 


s Fuller information regarding clinical studies and sug- 
4 | gested dose schedules will be furnished gladly. 
PANPARNIT (caramiphen hydrochloride) : Available as 
sugar-coated tablets 12.5 mg. (bottles of 100) and 
50 mg. (bottles of 50, 250 and 1000). 


GEIGY COMPANY, INC., 9.91 Barctay New York, 
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The program outlined in the Manual provides 
both for general practitioners in their practice 
in a hospital. 


Definitions 


The following definitions apply in the Man- 
ual: 
Department is a major administrative division of 
the medical staff. 


Service is a division of an administrative depart- 


ment responsible for rendering clinical care to 
a patient. 

Section signifies the division of the hospital in 
which the patient receives care, i.e., in an 
outpatient section. 

Medical Staff is an organized body composed of 
all physicians who are privileged to work 
therein (the hospital concerned). 

Medical Staff Groups are divisions of the staff 
to which applicants are appointed, i.e., hon- 
orary, consulting, etc. 


Integration of General Practitioners and Their Departments in Hospitals 


1. Considerations in the Establishment 
of Departments of General Practice 


A. DEFINITION OF A GENERAL PRACTITIONER: 
A general practitioner is a legally qualified Doctor 
of Medicine who does not limit his practice to a 
particular field of medicine or surgery. (American 
Medical Association) 


B. DEFINITION OF A DEPARTMENT OF GEN- 
ERAL PRACTICE: 

A Department of General Practice is an organized 

segment of the medical staff; it is composed of 

general practitioners holding appointment as such 

on the medical staff. 


C. TYPE OF HOSPITAL IN WHICH DEPART- 
MENT OF GENERAL PRACTICE SHALL 
PRIMARILY BE ESTABLISHED: 

It is recommended that Departments of General 

Practice be established in all clinically well-de- 

partmentalized general hospitals, whether private 

or publicly owned. 


D. PROCEDURE FOR THE INITIAL ESTAB- 
LISHMENT OF DEPARTMENTS OF GEN- 
ERAL PRACTICE: 

The establishment of a new Department of Gen- 
eral Practice should proceed in accordance with 
regulations provided in the constitution or by-laws 
of the medical staff or as designated by the gov- 
erning board of the hospital. When such tech- 
niques are not available, the following procedure 
is suggested: 


1. The active medical staff shall vote upon the 
establishment of a Department of General Prac- 
tice in the medical staff. This decision shall be 
subject to ratification by the governing board of 
the hospital. 

2. The functions of the Department shall be de- 
fined by a committee of the medical staff, equi- 
tably composed of qualified specialists and gen- 
eral practitioners incorporating insofar as feasible 
recommendations contained in this Manual. 
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3. Amendments necessary to effect the integra- 
tion of the General Practice Department into the 
medical staff shall be devised by a committee ap- 
pointed by the staff. 

4. The amendments shall be voted upon by the 
staff, and in event of an affirmative vote, the De- 
partment of General Practice is considered estab- 
lished. 

5. The Credentials Committee of the staff shall 
submit a list of general practitioners to the active 
medical staff and if these are affirmed by the ac- 
tive medical staff and the governing board of the 
hospital, these members shall constitute the char- 
ter members of the Department of General Prac- 
tice. The Credentials Committee shall designate 
these men as to category of staff appointment, 
that is, associate, active, etc. These names shall 
be chosen from a list of general practitioners of 
the medical staff who have shown an active in- 
terest in the work of the hospital and who are 
otherwise eligible for appointment to the medical 
staff. 

6. The members of the department shall meet 
and adopt articles of self-government, and shall 
elect officers and committees. 

7. Following the selection of the charter group, 
new applications for membership to the depart- 
ment shall be processed as are all applications to 
the medical staff. 


E. AMENDMENT OF THE CONSTITUTION OF 
THE MEDICAL STAFF TO PERMIT THE IN- 
CLUSION OF A DEPARTMENT OF GENERAL 
PRACTICE: 

The by-laws, rules, and regulations of medical 

~ staffs of most approved hospitals conform to by- 
laws, rules, and regulations approved by the 

American College of Surgeons and the American 

Medical Association. Amendments designed to 

permit the inclusion of a General Practice De- 

partment in medical staffs should be compatible 
with such existing by-laws, rules, and regulations. 

Amendments to the staff constitution and by-laws, 

which accomplish a reorganization of the medical 

staff, are as follows: 
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Now FOR TRIAL 
IN RHEUMATOID ARTHRI 


 CORTINAQ 


Trademark: 


“It is possible that the method of Lewin and Wassen holds 
out the most immediate promise of relief to sufferers from 
this disease.” 


| 


— LeVay, D., and Loxton, G. E.* 


.. the adrenal corticoid hormone-vitamin C therapy first introduced by 
Lewin and Wassen.? Subsequent investigations'.*.4.5* have confirmed 
the striking effectiveness of this combination (in a high proportion of 
cases) in banishing pain, promoting ease and increased range of move- 
ment, and inducing a genuine sense of well-being. 


The method consists of intramuscular injection of 5 mg. desoxycorti- 
costerone acetate, followed immediately by intravenous or intramuscular 
injection of 1 Gm. of vitamin C. 


CORTINAQ* 


—an aqueous suspension of fine crystals of desoxycorticosterone acetate 
(injectable through a 22-gauge needle); each cc. contains 5 mg. of the 
hormone. Available in vials containing 10 cc. 


SODIi ASC( Ri BATE ON Comer ‘ 


—parenteral vitamin C dosage form. Each 0-ce. ampul contains the 
equivalent of 1 Gm. ascorbic acid. Available in boxes of 6 and 25 ampuls. 


1. Lancet 1: 209 (Feb. 4) 1950. 2. Lewin, E., and Wassen, E.: Lancet 2: 993 (1949). 
3. LeVay, D., and Loxton, G. E.: ibid. 2: 1134 (1949). 4. Robertson, J. A.: ibid. 1: 134 
(1950). 5. Fox, W. W.: ibid. 1: 135 (1950). 6. Bull. No. 13, Staff Conferences, 
DeCourcy Clinic, Cincinnati, 0. 


THE CENTRAL PHARMACAL COMPANY 
Products Born of Continuous Research *« SEYMOUR, INDIANA 


*Trademark of The Central Pharmacal Co. 
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F. THE MEDICAL STAFF: 


1. An organized body composed of all physicians 
who are privileged to work therein (the hospital 
concerned ). 


2. The medical staff shall consist of: 
a) The Department of Medicine 
b) The Department of Surgery 
c) The Department of General Practice 
d) Such other departments as the executive 
board shall see fit to establish. 


3. Appointments shall be made annually by the 
governing board on recommendations of the Ac- 
tive Medical Staff from former members of 
the Medical Staff, and insofar as it is possible, 
vacancies on the active staff shall be filled by 
promotion of members of the Associate Medical 
Staff who have signified a desire to become active 
in the work of the hospital. 


G. ARTICLES GOVERNING THE SPECIALIST 
DEPARTMENTS OF THE MEDICAL STAFF: 


(The following is adapted from the Manual of 
Hospital Standardization of the American College 
of Surgeons.) 


1. The Specialist Department of the Active 
Medical Staff shall consist of physicians who have 
been selected to attend free patients in the hos- 
pital and to whom all such patients shall be as- 
signed. Members of the Specialist Departments 
of the Active Medical Staff shall not be required 
to be exclusive specialists, but it is to be expected 
that they will be well skilled in the particular 
branch of medicine to which they are assigned 
and that the major part of their private practice 
will fall within that specialty. 


2. The duties of the Specialist Departments of 
the Active Medical Staff shall be to attend all 
free patients, and insofar as free work is con- 
cerned, they shall attend only such patients as 
are admitted to their services and to whom they 
are individually assigned. 


3. Insofar as free patients are concerned, mem- 
bers of the Specialist Departments of the Active 
Medical Staff shall treat patients in both the in- 
and outpatient sections, as assigned to the serv- 
ice, and in the treatment of these they shall have 
unrestricted privileges and shall treat the patient 
to a conclusion, whether such treatment is given 
in the in- or outpatient department, or both. In- 
sofar as private patients are concerned, they 
shall have unrestricted privileges in the treatment 
of patients falling within the specialty to which 
they are appointed, but in others they shall have 
only such privileges as may be determined by the 
Credentials Committee in conformity with ar- 
ticles governing the prerogatives of that commit- 
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H. ARTICLES GOVERNING THE GENERAL 
PRACTICE DEPARTMENT OF THE MEDICAL 
STAFF: 


1. The General Practice Department of the 
Medical Staff shall consist of legally qualified 
Doctors of Medicine who do not limit their prac- 
tice to a particular field of medicine or surgery. 

2. In the care of patients (private or nonprivate), 
members of the General Practice Department 
shall have only such privileges as shall be de- 
termined for each by the Credentials Committee. 


ll. Professional Privileges of General 


Practitioners 
A. GENERAL PRINCIPLES: 


The accordance of staff membership or of pro- 
fessional privileges in the hospital shall not be de- 
pendent upon certification nor membership in 
special societies. 

Members of the Department of General Practice 
individually may expect, or be expected to, par- 
ticipate in any clinical service for which they can 
qualify. In this activity whether in the in- or out- 
patient sections, or in the care of private or non- 
private patients, they shall be subject to the juris- 
diction of the clinical specialty service involved. 
Evaluation of the clinical abilities of a general 
practitioner shall be based upon the quality of his 
individual training, judgment, skill, and results. 
The establishment of a Department of General 
Practice shall not curtail the professional privilege 
or status already held by the individual practi- 
tioner. 


B. PRIVILEGES OF INDIVIDUAL GENERAL 
PRACTITIONERS: 


1. Basic Privileges 


The general practitioner who is accorded staff 
membership, in whatever category of the staff 
his initial appointment, shall be permitted to en- 
gage in the hospital in the practice of internal 
medicine, pediatrics, obstetrics (to include outlet 
forceps, episiotomy, cervical, and perineal repair) 
and surgery, as shall be determined for each in- 
dividual applicant by the Credentials Committee. 


2. Additional Privileges 


Those members of the General Practice Depart- 
ment who feel themselves qualified either by for- 
mer training, preceptorship, or experience, to en- 
gage in more advanced work within a specialty 
service, must apply for such privilege specifically 


in the following manner: 


a) Application (stating training and reasons for 
the request for privilege, and including such 
endorsement from preceptor, etc., as the ap- 
plicant may possess) to be addressed to the 
administrator of the hospital. 
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in ALLERGIC RHINITIS 
especially HAY FEVER 


SHINALGAN: 


NASAL DECONGESTANT 4 
ITHOUT CIRCULATORY OR 
RESPIRATORY EFFECT 


SIDE-REACTIONS (NO rise 


bieedpressure—NO sleeplessness 
secondary vasodila- 


SAFE FOR INFANTS 
ADULTS. 


FORMULA: Desoxyephedrine 
Saccharinate 0.50% w/v in an 
isotonic aqueous solution with 
| 0.02% Laurylammonium saccha- 
rin. Flavored. pH 6.4. 


For Doctor’s Office and Hospital 
use—available in Pint bottles. 


PLEASANT 
‘EFFICIENT 
NON-TOXIC 
BACTERICIDAL 
THE DOHONY SPRAY-O-MIZER* 
(Combination Spray and Dropper) 


*TRADE MARK — PAT. PEND. 


Assures complete bathing of nasal 
mucosa with RHINALGAN. Does not 
leak in pocket or bag. 


Scientific and clinical data sent on request 
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) The administrator of the hospital will deliver 
the application, with the enclosed credentials, 
to the Chairman of the Credentials Commit- 
tee within thirty days. 


c) The Credentials Committee shall meet with 
the chief of the General Practice Department 
and the chief of the specialty service in which 
privilege is requested, to discuss the applica- 
tion. They will: 


1. Agree that the applicant deserves a period 
of clinical observation and trial, or 


2. Decide that the applicant does not warrant 
a period of trial, and rule that such addi- 
tional privilege not be considered at this 
time. 


d) Following such a period of observation and 
trial as the chief of the specialty service feels 
necessary, his decision regarding the appli- 
cant’s ability shall be conveyed to the Cre- 
dentials Committee. The Credentials Commit- 
tee will then rule upon the application and 
recommend to the governing bady of the hos- 
pital the course that should be taken regard- 
ing the application. 


e) The action of the governing board of the 


hospital will be conveyed to the applicant by . 


the administrator of the hospital in the usual 
manner. This will not preclude such appeal 
by the applicant as is available to any other 
member of the staff. 


Responsibilities of the Department of 
General Practice 


A. RESPONSIBILITIES IN THE INPATIENT 
SECTION: 


Individual general practitioners may admit pa- 
tients for inpatient care in any service for which 
they have been privileged by the Credentials 
Committee and will render definitive care com- 
mensurate with recommendations of the Creden- 
tials Committee. 


B. RESPONSIBILITIES IN THE OUTPATIENT 
SECTION: 


1. The Department of General Practice is 
uniquely qualified to conduct outpatient clinics 
in which diagnoses are made and patients re- 
ferred, if necessary, to appropriate clinical serv- 
ices. 


2. Members of the Department of General Prac- 
tice may expect, and be expected to, participate 
in any clinical service of the hospital for which 
they can individually qualify. 
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C. RESPONSIBILITIES IN STAFF ADMINISTRA- 
TION: 


The Department of General Practice shall partici- 
pate (proportionately with other comparable 
groups of the staff) in all staff activities of an ad- 
ministrative nature. It shall: 


1. Promote proper administration of the profes- 
sional services of the hospital. 


2. Fix more definitely the responsibility of gen- 
eral practitioners in the hospital. 

Members of the Department appointed to the 
active staff, shall vote, hold office, and serve on 
committees of the active staff, but may not hold 
office in any of the specialty services. 

Members of the General Practice Department shall 
be equitably represented on all standing and spe- 
cial committees of the staff. 


D. RESPONSIBILITIES IN EDUCATION: 

It is a responsibility of members of the Depart- 
ment of General Practice to participate, upon 
proper request, in the education of interns, resi- 
dents, and nurses. The intern is a general prac- 
titioner in training, and should be trained with 
this in mind. Participation in the selection of his 
academic curricula, and arrangements for his in- 
struction, should be a responsibility of the De- 
partment of General Practice. Residents in gen- 
eral practice shall be chosen from among interns 
who have signified a desire to train more inten- 
sively for general practice. 


Two years of hospital training is a desirable mini- 
mum of training in preparation for the practice of 
general medicine and surgery, and should empha- 
size training in diagnosis and treatment in medi- 
cine, pediatrics, obstetrics, and surgery. 


It should be a purpose of the Department of Gen- 
eral Practice to stimulate the interest of its mem- 
bers in continuation medical study and training. 
In meetings, and on the wards, the department 
should seek to provide outlets for this interest. 


To facilitate the training of practicing general 
practitioners in specialty fields in which they 
might wish to advance their education, it is rec- 
ommended that the rules and regulations of the 
hospital provide for preceptorshiptraining for 
them in the hospital. The preceptor training is 
primarily recommended in those hospitals which 
do not have an accredited residency training pro- 


gram. 


These preceptors should be fully qualified mem- 
bers of their specialties. The staff shall recognize 
the right of general practitioners to work under 
the direction of such preceptors and should accord 
additional privileges to general practitioners whom 
qualified preceptors are willing to supervise and 
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Accuracy of dosage . . . renal safety ... no 
fear of separation or precipitation of sulfo- 
namide on standing . . . no danger of renal 
impairment when you prescribe GLUCO- 
SULFADIAZINE. The highly stable, evenly 
dispersed sodium lactate-glucose suspension 
is buffered — your guarantee that dosage 
will always be accurate . . . safety always 
constant. ALWAYS SPECIFY 


Gbuco-SULFADIAZINE 


(DONLEY-EVANS) 


A Buttered Sulfonamide 


DONLEY-EVANS & COMPANY | ST. LOUIS 15, MISSOURI 
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endorse. The extent of this preceptorship training 
shall be determined by each individual specialty 
service of the hospital in collaboration with the 
Credentials Committee. 


In assisting in the training of the house staff, 
members of the Department of General Practice 
shall: 


1. Re-emphasize the importance of the patient as 
an individual, rather than as an interesting dis- 
ease in an individual. 


X-RAY 


A program to initiate instruction courses in 
xray technic for general practitioners in rural 
areas has been proposed by the Committee on 
Radiology in Rural Health of the Amnericam Col- 
lege of Radiology. 

The Committee recommends that oe 
of the American College of Radiology investi- 
gate the needs for rural radiology in the area 
which each represents. 

It is proposed that an instruction course as 
the one now being held in Kentucky be initiated 
by the American College of Radiology Coun- 
cilors in their states. This course is being given 
by the University of Louisville School of Medi- 
cine in conjunction with the Louisville Radi- 
ological Society. The program consists of six 
meetings. Five hours’ instruction are given in a 
single five-hour session. Trained radiologists who 
conduct the session speak alternately at approxi- 
mately forty-five minute intervals. 

The first meeting was held in Bowling Green, 
Kentucky, in December. The remaining five 
sessions will be held during the ensuing year in 
other rural centers of the state. 

The Society prepared an outline of material 
presented in the course and the University 
School of Medicine mimeographed it for distri- 
bution to each individual attending. This ma- 


2. Interpolate into clinical discussions an evalu- 
ation of the patient's home situation, and his 
economic and personal problems as they have in- 
fluenced his present condition and will continue 
to influence his aftercare. 

3. Introduce the house staff to the subject of 
medical ethics, medicine as an art, medical eco- 
nomics, and community health facilities. 

4. Provide, if requested, a period of externship 
for members of the house staff, during which 
they may live with and practice under the guid- 
ance of selected general practitioners. 


INSTRUCTION PROGRAM PROPOSED FOR RURAL AREAS 


terial is available as a guide to those initiating 
instruction courses in other states. 

The Committee also recommends that courses 
be limited to x-ray technic and directed primarily 
to general practitioners. 

A further proposal calls for the program to be 
undertaken in conjunction with the State Radi- 
ological Society, and when possible, under the 
auspices of the School of Medicine serving the 
district involved. Success of the course will de- 
pend on close cooperation among the State 
Medical Society, the State Academy of General 
Practice, and the initiating organization, accord- 
ing to the American College of Radiology. 

The Committee states it is essential that the 
State Academy of General Practice be in agree- 
ment as to the time and location of the instruc- 
tion courses. The Academy chapter will be re- 
sponsible for local arrangements and notifying 


‘its members of the time and place of meetings. 


The entire problem of rural radiology with its 
needs and limitations was discussed at a Rural 
Health Conference held in Chicago in February. 
The Conference was part of the Sixteenth An- 
nual Conference of Teachers of Clinical Radi- 
ology. Dr. D. G. Miller, Jr., and Mr. Mac F. 
Cahal appeared on the program as representa- 
tives of the Academy. 
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Molybdenized Iron... 


The Most Effective 
iron Therapy 


Mfol-iron: 


WHITE LABORATORIES, Inc., Pharmaceutical Manufacturers, Newark 7, N. J. 
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A TRADITION WELL 


So many times in the past one has heard the 
question, “Why should I join another organiza- 
tion?” There is no organization to which the 
general practitioner can belong that is peculiarly 
his own—where he can meet with men with the 
same ideas, ideals, and problems—where the sym- 
pathies of one are the sympathies of all. 

Do you realize that the American Academy of 
General Practice, which now numbers approxi- 
mately 14,000 members, started because a defi- 
nite need was felt for an organization which could 
stem the threat of such unforeseen powers as 
might be set against it? Do you know that the 
visions of its early organizers actually acted as 
the force which opened the door, so to speak, to 
the general practitioner? Do you know that this 
organization is growing because such men as 
you realize, to a great degree, that if you relin- 
quish enthusiasm for yourselves you will be the 
losers? 

Not one of the organizers of these earlier gen- 
eral practitioner movements, of which there were 
several, all of which merged wholeheartedly and 
with complete accord, needed the organization 
as much as they wished to see a continuance of 
the principles they knew the American public 


HOSPITAL SERVICE IN THE 


There was an increase in number of hospitals, 
number of beds, and utilization during 1949. 
The number of registered hospitals rose from 
6,335 to 6,572, the number of beds to 1,439,030, 
an increase of 15,510 beds (J.A.M.A., May 6, 
1950). 

Of the total beds, 71.2 per cent are in govern- 
mental hospitals leaving 28.8 per cent in the 
nongovernmental field. However, the nongovern- 
mental hospitals accounted for 74.4 per cent of 
the admissions while the governmental hospitals 
handled 25.6 per cent. 

Almost 40 per cent of all hospital beds are in 
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WORTH PRESERVING 


would relinquish unless such a movement as 
the Academy were to gain in popularity. It was 
desired to preserve the general practitioner for 
ourselves, our children, and the American public. 
This heritage is, in itself, worth the price asked. 
Now a journal is the official pronouncement 
of the American Academy. The first edition of 
this magnificently done volume is on the desk of 
the membership. If this first edition is a sample 
of the future writings of this group, it is, of it- 
self, worth the price of belonging to this group. 
There is no place for personal glory in the 
general practitioner group. Each general prac- 
titioner is equipped as his fellow—each is in- 
terested in the human machine as a whole—all 
of its systems find equal importance in his rou- 
tine work. He integrates each part of the whole 
and the whole to society. He is the “Father Con- 
fessor” of the group he attends. Lose him and 
the American public loses a tradition as typically 
American as “baked beans.” It should be no 
longer necessary to ask you to join—rather for 
you to consider it a privilege to help preserve 
the heritage you've earned and so rightly deserve. 
—A. E. Rrrr, M.D., Vice-president 
Minnesota Chapter 


UNITED STATES 


general hospitals and 92.8 per cent of all admis- 
sions are made to the general hospitals. In gen- 
eral hospitals, the nongovernmental group ac- 
counts for 60 per cent of the beds and 76 per 
cent of admissions. The governmental general 
hospitals with 40 per cent of the beds, account 
for 24 per cent of the admissions. 

Of the 349,039 general hospital beds in non- 
governmental hospitals, 39 per cent are in church 
hospitals, 50 per cent in hospitals operated under 
other nonprofit groups, and 11 per cent in hos- 
pitals owned by individuals, partnerships, and 
corporations. 
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page by page! 


Good reading for your Geriatric patients. Watch 
the vouthful enthusiasm for the dozens of de- 
licious recipes in Gerber’s Special Diet Booklet. 
Included: appetizing dishes for Bland or Soft 
Diets, Mechanically Soft Diets, Liquid Diets. 
Last but not least—lots of - on attractive tray 
and table service. 


FREE for use with patients. Special Diet Rec- 
ipe Booklets, Modified Sippy Diets, _— 
Foods Analysis Folder. Write on 


your letterhead to Dept. 107-0, 
Fremont, Mich. 


COUNT ONY 


Fal 


erber’s 


STRAINED AND JUNIOR FOODS 
CEREALS + MEATS 


GP @ Volume Il, Number 1 


( « 
4 — Wes C4 f 
Ss 
i 
a 
4 
4 nen 
124 


Stale Yjicers 


PRESIDENTS AND 


Alabama: President, J. Paul Jones, M.D., Camden; 
Secretary, W. A. Dozier, Jr., 17 Molton, Mont- 
gomery 

Arizona: President, Abe I. Podolsky, M.D., 380 South 
Main, Yuma; Secretary, Lucille M. Dagres, M.D., 
543 East McDowell Rd., Phoenix 


Arkansas: President, Lowery H. McDaniel, M.D., 
Tyronza; Secretary, Fount Richardson, M.D., Fay- 


etteville 


California: President, Frederic Ewens, M.D., 3514 
Highland Ave., Manhattan Beach; Secretary, Francis 
T. Hodges, M.D., 516 Sutter St., San Francisco 


Colorado: President, John H. Amesse, M.D., 624 
Metropolitan Bldg., Denver 2; Secretary, Robert M. 
Maul, M.D., 2704 W. Thirty-Second Ave., Denver 


Connecticut: President, Michael W. Palmieri, M.D., 
551 Howard Ave., New Haven; Secretary, Peter 
J. Scafarello, M.D., 410 Asylum St., Hartford 


D. €.: President, I. Phillips Frohman, M.D., 2924 Nichols 
Ave., S.E., Washington; Secretary, Sherman A. 
Thomas, M.D., 4301 48th St., N.W., Washington 


Florida: President, T. D. Sandberg, M.D., 116 Giralda, 
Coral Gables; Secretary, Vincent Corso, M.D., 2294 
Coral Way, Miami 


Georgia: President, J. B. Kay, M.D., Byron; Secretary, 
Albert R. Bush, M.D., Hawkinsville 


idaho: President, Murland F. Rigby, M.D., 20 College, 
Rexburg; Secretary, Milton T. Rees, M.D., 148 
North Corner Ave., Idaho Falls 


Wlinois: President, Roger T. Farley, M.D., 1305 East 
Sixty-Third St., Chicago; Secretary, Ralph C. Aiken, 
M.D., 12710 Maple Ave., Blue Island 


Indiana: President, Maurice V. Kahler, M.D., 2338 
W. Michigan St., Indianapolis; Secretary, Norman 
R. Booher, M.D., 447 East Maple Road, Indianapolis 


lowa: President, C. V. Hamilton, M.D., 145 E. Fourth, 
Garner; Secretary, Wm. M. Sproul, M.D., 912 
Equitable Bldg., Des Moines 


Kensas: President, L. B. Gloyne, M.D., 338 Brother- 
hood Bldg., Kansas City; Secretary, Albert C. Harms, 
M.D., 905 North Seventh St., Kansas City 
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SECRETARIES OF 


STATE CHAPTERS 

Kentucky: President, Thomas V. Gudex, M.D., 2006 
Grinstead Drive, Louisville; Secretary, D. G. Miller, 
Jr., M.D., Morgantown 

Lovisiana: President, D. B. Barber, M.D., 630 Wash- 
ington, Alexandria; Secretary, Janie M. Topp, M.D., 
1434 Grieffers St., Lake Charles 

Maine: Officers not yet elected. 

Maryland: President, Hubert L. Porterfield, M.D., 136 
West Washington, Hagerstown; Secretary, E. Irving 
Baumgartner, M.D., 25 Alder St., Oakland 

Massachusetts: President, John R. Fowler, M.D., 125 
Main St., Spencer; Secretary, James G. Simmons, 
M.D., 30 Myrtle Ave., Fitchburg 

Michigan: President, Leslie Henderson, M.D., 13038 
East Jefferson Ave., Detroit; Secretary, Harold F. 
Raynor, M.D., 39 Colorado, Detroit 

Minnesota: President, Reuben F. Erickson, M.D., 816 
LaSalle Bldg., Minneapolis; Secretary, E. J. Schmitz. 
M.D., Holdingford 

Mississippi: President, John B. Howell, M.D., 100 N. 
Liberty, Canton; Secretary, Wm. M. Dabney, M.D., 
Crystal Springs 

Missouri: President, R. C. McElvain, M.D., 4356 
Warire Ave., St. Louis; Secretary, Walter W. Till- 
man, Jr., M.D., 222% E. Commercial St., Springfield 

Montana: President, B. C. Farrand, M.D., Jordan; 
Secretary, J. A. Mueller, M.D., 407 Montana Bldg., 
Lewistown 

Nebraska: President, Harry W. Benson, M.D., 104 
West Third, Oakland; Secretary, W. E. Hungerford, 
M.D., 1904 Spencer St., Omaha 

Nevada: President, C. David Lambird, M.D., 201 15th 
St., Sparks; Secretary, Wm. E. Pasutti, M.D., 1093 
S. Virginia, Reno 

New Hampshire: President, Sylvan G. Brown, M.D., 
106 Pleasant, Concord; Secretary, William F. Put- 
nam, M.D., Lyme 


New Jersey: President, Aaron H. Horland, M.D., 37 
Chancellor Ave., Newark; Secretary, Edwin Rosner, 
M.D., 814 Haddon Ave., Collingswood 


New Mexico: President, Sidney Auerbach, M.D., Don 
Miguel Bldg., Annex, Santa Fe; Secretary, Lucien G. 
Rice, Jr., M.D., 611 East Central Ave., Albuquerque 


(Continued on next page) 


ALL-STAINLESS-STEEL 
UTILITY TABLE 


ON WHEELS 


A CHALLENGE... 


Order this all-stainless-steel table—examine 
it—note its beautiful finish; its sturdy con- 
struction; its sound-proofed, reinforced 
shelves; its platform-type, 3” ball-bearing 
wheels—then try to duplicate it in any other 
make at twice the price. 

If you don’t agree that the “‘Lakeside’”’ table 
is what you want, that it is a real “buy,” 
return it to us for credit or refund. How 
can you lose? 


Wocher’s is known to G.P.’s all over this 
land as the supply house that has everything. 
Instruments, dressings, furniture, sundries— 
order them from your friendly Wocher sales- 
man—your nearest Wocher Store—or by 


dropping a line to 
9 


MEDICAL SUPPLIES SINCE 1837 
609 COLLEGE ST. CINCINNATI, O. 


(Continued from preceding page) 


New York: President, William A. Buecheler, M.D., 
1512 Grant Blvd., Syracuse; Secretary, Samuel A. 
Garlan, M.D., 101 Central Park West, New York 
City 


North Carolina: President, W. A. Sams, M.D., P. O. 
Box BB, Marshall; Secretary, Roscoe D. McMillan, 
Red Springs 


Ohio: President, Emery G. Kyle, M.D., 1571 Canal 
St., Newton Falls; Secretary, Earl D. McCallister, 
M.D., 1113 Bryden Road, Columbus 


Oklahoma: President, James S. Petty, M.D., 123 
North Broad St., Guthrie; Secretary, Allen G. Gibbs, 
M.D., 521 N. W. Eleventh St., Oklahoma City 


Oregon: President, Herbert D. Lewis, M.D., Medical 
Bldg., Hood River 


Pennsylvania: President, Arthur S. Haines, M.D., 7 
Alfred St., Mt. Lebanon; Secretary, Jacob S. Sherson, 
M.D., 131 Channing Ave., Malvern 


Rhode Island: President, Charles E. Millard, M.D., 
673 Main St., Warren; Secretary, Marden G. Platt, 
M.D., 319 Willett Ave., Riverside 


South Carolina: President, R. L. Crawford, M.D., 229 
South Main St., Lancaster; Secretary, Hervey W. 
Mead, M.D., 535 Harden St., Columbia 


Tennessee: President, H. L. Monroe, M.D., 500 Love, 
Erwin; Secretary, L. C. Jackson, M.D., 217 North 
Main, Dickson 


Texas: President, H. T. Jackson, M.D., 602 West 
Tenth St., Fort Worth; Secretary, W. P. Higgins, 
Jr., 516 Medical Arts Bldg., Fort Worth 


Utah: President, Jessie J. Weight, M.D., 81 East Cen- 
ter, Provo; Secretary, Earl F. Wight, M.D., Judge 
Bldg., Salt Lake City 


Virginia: President, J. D. Hagood, M.D., Little Re 
treat Hospital, Clover; Secretary, E. E. Haddock, 
M.D., 1133 W. Franklin St., Richmond 


Washington: President, Frederick R. Judy, M.D., 408 
Old National Bank Bldg., Spokane 8; Secretary, 
Raymond M. Schulte, M.D., 407 Riverside Ave., 
Spokane 


West Virginia: President, James L. Patterson, M.D., 
Logan; Secretary, Carl B. Hall, M.D., 1601 West 
Washington, Charleston 


Wisconsin: President, G. E. Forkin, M.D., Menasha; 
Secretary, W. B. Hildebrand, M.D., 2161 Main 
St., Menasha 


Wyoming: President, B. J. Sullivan, M.D., 318 South 


Second St., Laramie; Secretary, John R. Bunch, 
M.D., 209 Ivinson Ave., Laramie 
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